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ASSEMBLY COMMITTEE ON HEALTH
INTERIM HEARING ON
"ACQUIRED IMMUNE DEFICIENCY SYNDROME"
August 17, 1987
Room 4202, State Capitol
Sacramento, California

CHAIRMAN CURTIS TUCKER:

Good afternoon.

The Speaker of the Assembly has asked that this session be
convened as an informational, educational session.
invit~d

We have

folks from all over the state to come and testify if they

have anything to contribute on the problem we are facing with
AIDS.

Tomorrow we will hear several bills dealing with this

subject, and the idea is that they vote intelligently.

We want

them to know as much as possible about this horrible disaster
that we have called AIDS.

This is the reason why we are

convening this session.
We have Marcus Conant, M.D., Chairman of the State Task Force
on AIDS, Professor of Dermatology, U.C.S.F. School of Medicine.
Dr. Conant, will you open and give us the overview, please?
DR. MARCUS CONANT:

Thank you, Mr. Chairman.

Today I speak to you as a Professor of Dermatology and
sexually transmitted diseases for over 20 years at the University
of California Medical Center in San Francisco.
We first saw our cases of AIDS at the university in the
summer of 1981, and we have been caring for patients with AIDS at
the university in the ensuing six years.

I had the privilege of

starting the first AIDS clinic at U.C. and was the first
president of the board of the organization that became the San

Francisco AIDS Foundation.

My nurse practitioners and I continue

to see large numbers of AIDS patients, averaging somewhere in the
range of 30 patients a day.
It is often forgotten by legislators and the general public
that physicians caring for patients with this disease understand
the anxiety and almost hysterical reaction that occurs from time
to time when individuals are faced with a case of AIDS or the
notion that this disease is spreading into their community or
their home, and I would remind you that physicians and nurses and
dentists caring for these patients have all touched the patients,
have examined patients, have had patients vomit on them, have had
patients bleed on them.

We have all stuck our fingers with

needles from these patients.

We have sat at the bedsides and

watched these patients die.
And so, I understand fully, as I testify before you today,
the concern, the anxiety, the feeling we must do something to
contain this disease.

I would also share with you, however, the

idea that, as a physician, you wanted me, when I started seeing
cases in 1981, to behave appropriately and be certain that I did
not just run from the examining room saying, "We have a new,
unexplained disease, we don't understand it, we don't yet even
know what causes it."

You wanted me to put on gloves, be

responsible, care for my patient.
I think that, as legislators, we have the same problem in
Sacramento.

You are now confronted with a hysterical public.

You have got the responsibility of acting appropriately, and my
job, as I see it today, is to give you information so that you
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can act appropriately to take the steps necessary to help us
treat patients afflicted with this disease and prevent the
further spread of this dreadful epidemic.
We now know that AIDS is caused by a retrovirus called HIV.
The virus works to make us sick by destroying our immune system
and depleting our bodies of cells that are necessary to help us
mount a fight against infections which otherwise we would
control.

These are called "opportunistic infections."

And so,

after an individual is infected, over time, rapidly in some, more
slowly in others, this virus slowly depletes our bodies of these
cells that are necessary to orchestrate the immune system and by
depleting those cells, allows us to catch diseases like
pneumocystis pneumonia, Karposi's Sarcoma, and other
opportunistic malignancies and infections which, then, can result
in the death of the patient.
It is important that you understand that there are three
groups of individuals infected with this virus: those that we
call AIDS, which are people who have met a certain standard set
down by the Centers for Disease Control.

AIDS is defined as the

presence of Karposi's Sarcoma, or a life-threatening,
opportunistic infection moderately predictive of a defect in
cell-mediated immunity.

An individual must meet that criteria to

be class1fied as AIDS.
There are, as we speak today, some 40,000 cases of AIDS in
the United States and some 10,000 cases of AIDS in California.
Roughly half of those, both nationally and regionally, have died
of the disease, so, in California, somewhere between 4,000 and
5,000 deaths to date.
-3-

Now an individual infected with this virus, when he or she
first begins to show symptoms, is called "ARC," AIDS-related
complex, and this may be swollen lymph nodes, fatigue, night
sweats, weight loss, diarrhea, dementia, all of the diseases
which indicate that the individual's immune system is beginning
to fail, but none of the diseases which qualified that patient
for a clear-cut diagnosis of AIDS.

It is my estimation that

there are some 20,000 cases of AIDS-related complex, ARC, in the
State of California today.
And then we have this large pool of asymptomatic individuals,
those people who have been infected who have not yet shown
symptoms of ARC and have not progressed to AIDS.

A recent,

chilling statistic presented at the Third International
Conference on AIDS in Washington in June shows that 30 percent of
individuals infected with the AIDS virus for seven years will
progress from an asymptomatic state to AIDS.

I will repeat that.

Thirty percent of infected individuals, within seven
progress from asymptomatic infection to AIDS.

s, will

How many will

progress in eight, or ten, or twelve years we do not know.
Fifty percent of people infected with the AIDS virus will
progress from an asymptomatic state to ARC in a period of seven
years.
CHAIRMAN TUCKER:

Doctor, may I?

Ladies and gentlemen in the rear, we don't generally permit
taking pictures in the committee room, but today we have given
special permission to anybody who wants to photograph anything
that's happening, but those "Stop Doolittle" signs back there, I
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think, is not appropriate and I'd like you to take them down.
Thank you very much.
You may proceed, Doctor.
DR. CONANT:

Thank you.

I'm sorry.

I think it's important for you to have an

idea of how many infected individuals there may be in the State
of California and nationally.

Unfortunately, we do not know the

exact number because the type of testing that would need to be
done to give us those figures has not been accomplished.

We

estimate that, nationally, there are between 1.5 and 3 million
infec

individuals, people who have been infected \vith the AIDS

virus, some 30 percent of whom will progress on to AIDS in the
next seven years.

In California, the best estimates are that the

number of infected individuals is between 300,000 and 500,000
peop
It is important to remember that once you are infected with
the AIDS virus, it is for li
carries
for

An individual who is infected

virus in a latent form for months to years, certainly
rest of their life.

is Herpes Simplex.

An analogy that you may understand

Once you are infected with the Herpes virus,

which causes cold sores on the face or genital herpes in the
genital area, that virus is in your body almost like a gene for
the rest of your life.

And medical science does not now have,

nor do we anticipate having in the near future, the technology
that would be necessary to go in and remove that virus, remove
that gene, and render that individual now noninfected.
Now, not everyone infected with the AIDS virus will always
infect a sexual partner, but individuals do have viremia,
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certainly early in the infection, and as they become sick, and
recent statistics have shown that 50 percent of the sexual
partners of people infected with AIDS
infected.

become, themse

s,

Margaret Fishall presented a paper at the

International AIDS meeting showing that 50 percent of the sexual
partners of spouses infected with AIDS were infected, and this
was true of both male-to-female transmission and female-to-male
transmission.

In other words, it is bidirectional and appears to

be bidirectional with essentially the same facility.
Furthermore, not all children borne of women who are infected
with the AIDS virus will, themselves, be infected with AIDS, but
tragically 70 percent of them are, and these children usually
develop the symptoms which constitute a diagnosis of AIDS early
on and die, often in the first few years of life.

Tragically,

the mother may often have progressed to AIDS and died before the
child expires.
Now, as I have spoken to groups similar to this

the past,

as a physician, I find that one of the common confusions is the
difference between treatment and prevention.

My job, on a

day-to-day basis, is to see sick people, diagnose what's wrong
with them, and attempt if I can to treat it, to prolong their
lives, to prevent their suffering, but when we talk about
prevention, which is one of the topics today, we must talk about
preventing the transmission of this virus from an infected
individual to a noninfected individual.
progression of this epidemic?

How do we stop the

Clearly, we would like a vaccine.

There is no hope that we will see a vaccine in the next few
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years.

Certainly, the only weapon that we have is education, to

teach people how not to infect a sexual partner, and to teach
sexual partners how to protect themse
campaign, we must know who is infected.

Now

a

You can't begin to try

to prevent the transmission of the disease unless you know who is
infected with the disease, and you can't find out who's

fected

with the disease unless you can encourage people to be antibody
tested to find out if they have been infected or not.
So, in any prevention campaign, we have got to have and
encourage widespread antibody testing in this society.

We must

know who's infected and who's not infected to try to prevent the
transmission of the disease.
There are numerous reasons why individuals, why you, as an
individual, might choose to be antibody tested.
reasons is to protect a loved one.

One of those

If you have become infected,

you do not want to infect someone with whom you are having sex.
Another reason would be for a woman not to infect
child.

If she has been infected, she would want to know so that

she can decide whether she wishes to have children or not
the 70 percent chance of infecting that child.
effective treatments for this disease.

run

There are now

AZT significant

prolongs the lives of people infected with HIV.

If you were

infected, you might want to know so that you could seek early
treatment and you and your physician could work together to
decide when it is appropriate to initiate therapy.
There are other conditions which need medical treatment, and
that treatment might compromise your health if you have
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infected with the AIDS virus.

And so another reason for knowing

if you have been infected is so that your health care
practitioner can make appropriate judgements about your care.
For example, a young man coming in with poison oak; 10 years ago
I would have given him cortisone with impunity to stop the poison
oak reaction.

Now, if I think that he may be infected with the

AIDS virus, I will not give him this drug which could suppress
his immune system and raise the chance that he might suddenly
develop one of these serious, life-threatening, opportunistic
infections.
And the final reason you might want to be antibody tested is
so that you and your physician know that if you develop, say,
pneumonia, could it possibly be this pneumocystic pneumonia which
could be fatal or is it nothing but pneumococcal pneumonia,
against which we need to be far less aggressive.
There are two overriding reasons why individuals do not want
to be tested.

In my practice, we offer testing in the office, we

counsel patients about what the test means, they can have the
test done and an answer within a few days.

Most people that we

offer the test to choose not to be tested, and I think that it's
important that you listen to why they choose not to be tested.
One is the absolute terror of finding out that you have been
infected with this almost universally fatal disease.
yourself in their shoes.

Put

Do you want to be told that within a

few years you may sicken and die of a disease for which there is
no cure?
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And the second overriding reason why people chose not to be
tested is the fear of discrimination: that they may lose their
health insurance, their job, the
be thrown out of school.

home, the

friends, they may

So, because of these fears of

discrimination, people are choosing not to be tested.

I think if

you put yourself in my position, as the physician counselling
this patient, you say, "Why don't you be antibody tested, come
back next week?"

Then you say, "You've been infected with a

disease that may kill you within the next 10 years, and by the
way, you've just lost your health insurance, and if your employer
finds out you're going to lose your job, and if your landlord
finds out you're going to lose your home, and your gay friends
won't come see you because they don't want to be reminded that
they're infected, and your straight friends won't come see you
because they don't understand the disease and are afraid that
they'll take it home and give it to the
in school you're going to be thrown out."

nephew, and if you're
Those are some of the

practical, day-to-day reasons why people are choosing not to be
antibody tested.
Personally, and I look forward to discussing this with you
this afternoon, I favor widespread, voluntary testing, that
California makes available to our citizens the opportunity to be
tested and counselled and receive treatment for anybody who wants
it as quickly as possible, but you'll notice the word "voluntary"
and, furthermore, I urge you to look at the confidentiality
legislation that's in place and the nondiscrimination legislation
that's in place, and enact good, strong confidentiality laws and

-9-

good strong anti-discrimination laws so that individuals feel
comfortable availing themselves of the health care that is
present.
Thank you very much.
CHAIRMAN TUCKER:
doctor.

Thank you very much.

Thank you,

You can stay right there, because you're up in a couple

of minutes.
At this time, I'd like to tell the people in the audience
that this is not the Health Committee.
Chair the Health Committee.
Committee here with me:
Polanco.

It just happens that I

We have two members of the Health

Ms. Roybal-Allard and Mr. Richard

We also have Mr. Connelly, Assemblyman Connelly, who

Chairs the Long-Term Care and Aging Committee.

They will all be

dealing with the same subject.
Mr. Larry Stirling, Criminal Justice and Public Safety.
is here with us.

He

Theresa Hughes Chairs the Education Committee.

We have invited all these people here, and Mr. Floyd who
Chairs the Labor Committee, and you will see them moving in and
out because there are committees meeting throughout the Capitol,
and they also have to participate there.
So, we will now call Dr. Marcus Conant back to the mike, and
he is going to tell us about general medical care.

Michael

Ascher, Carl Smith, Thomas Mundy, Charles Gessert.

I would like

very much, as you approach the mike, to give your name and who
you represent, because we are recording the whole proceeding and
there will be a transcript made.
ASSEMBLYMAN RICHARD FLOYD:
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Mr. Chairman?

CHAIRMAN TUCKER:
ASSEMBLYMAN FLOYD:

Mr. Floyd?
I know we have a long agenda and

all, but are questions, like of Dr. Conant ..•
CHAIRMAN TUCKER:
This is the reason for it.

I think, maybe, you can ask questions.
It is to educate the members so that

we can vote intelligently on all the AIDS bills.
asking you to do is to help to educate us.
ASSEMBLYMAN FLOYD:
DR. CONANT:

Yes.

What we are

Mr. Floyd?

Dr. Conant?

Yes, sir?

ASSEMBLYMAN FLOYD:

Have you been made aware of the long

article that was in the Los Angeles Times last week?

I have

copies here if you would like to see it, and a Sergeant would •..
the members and the doctor.
The article is entitled, "AIDS Threat to All and How
Serious."

Just a couple of parts of the article:

"CDC stud

s

show also that in areas such as California and New York, where
AIDS is epidemic among homosexuals and drug users, very low
crossover to the mainstream heterosexual population has
occurred."

That's Dr. Harold Jaffe, CDC Center, Chief of AIDS

Epidemiology.
DR. CONANT:

I am.

ASSEMBLYMAN FLOYD:

And another section, a number of

specialists interviewed on a not-for-attribution basis, said they
felt the potential for heterosexual spread was being exaggerated
in order to obtain increased governmental funding.

"If this

wasn't seen as a heterosexual problem the money wouldn't be there
for research," said one top federal doctor working on AIDS.
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Another federal physician put it more bluntly:

"Everybody has

got their own agenda and the thing that fuels the resources for
AIDS is the threat of heterosexual

ssion.

The people who

are spending the money basically don't care if a bunch of gay men
and drug abusers get AIDS.

They really don't.

So the thing that

is driving the money is the fear of heterosexual transmission,
and the people who run the laboratories that get that money know
that."
Now this is a long, long article and I don't know if you are
familiar with it.

Also, a Berkeley study attached on the last

page from the same newspaper, "Berkeley Study Finds AIDS Risk to
Heterosexuals to Be Low," and they are pointing to one in one
thousand.

How do you reconcile that with all the large number of

bills and functions that we've got going in here that this has
become the most important thing that we seem to be dealing with?
CHAIRMAN TUCKER:
prerogative of the Chair.

Mr. Floyd, I am going to exercise the
I want to respond to that.

I think

that the Surgeon General, who is over the CDC, should not have
allowed that to be publicized.

It is a disservice to the effort

of the people throughout the nation in attempting to eradicate
this horrible disease.

They are minimizing

It should not

have been done in the interest of saving a few dollars.
an all-out effort.

We need

We will find a cure for AIDS, but we can't do

it if we have the Center for Control of Communicable Disease out
taking those positions and publicizing them.
Dr. Conant?
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Thank you.

ASSEMBLYMAN FLOYD:
the argument.

Wait a minute.

I'm not joining with

I read this and there are quite a few other

sections of this article.

There is also the Berke

thing.

What I am concerned with is what if I decide to get married next
month?

Why the hell should I and the lady I decide to marry have

to take an AIDS test?
CHAIRMAN TUCKER:
up tomorrow.
of the bills.

And we are not going to go for a vote today on any
We are hearing testimony so that we can vote

intelligently tomorrow.
hearing.

That is the reason we have the bills

This is the whole intent of this

And I did not say that to take exception to anything

that Mr. Floyd said.

He is entitled to his own opinion.

And as

the Chairman of this committee, I have a little more leeway in
expressing mine.
ASSEMBLYMAN FLOYD:
opinions than I do.

your

I know that.

CHAIRMAN TUCKER:
DR. CONANT:

You have a bigger outlet

Okay.

Dr. Conant?

Mr. Floyd, in an effort to help you

understand this, let me just take a moment because it is
important for you to understand it, what Dr. Jaffe said, and that
is true, but it is also true that it is a tremendous threat to
the heterosexual population because the thing that is not
factored in is the time factor.
Early on in this epidemic, it was argued that there was
something going on in the United States that was not occurring in
Africa and was not occurring in Haiti, and that this was not
going to be a heterosexually transmitted disease.
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That has been

absolutely proved to be wrong

the last two years.

We now know

that this disease is heterosexually transmitted in the United
States from men to women and from women to men.

If you want me

to discuss that further, I will be happy to, but the data is
absolutely clean.
It is not going to spread as rapidly in the heterosexual
community as it did in the gay community for a variety of
reasons, one being that gay men, when this disease began in the
early eighties, were having far more sexual partners over a
period of time than their straight brother or sister.

And so

this disease is not going to be augmented in the straight
population as it was in the gay population.
Now, we can look at this fact, the data that I just gave you,
in one of two ways.

We can say, "Wonderful.

It's not going to

spread in the straight community any time in the next five or ten
years.

We have plenty of time.

We don't need to do anything."

Or we can look at this as a window of opportunity to really do
what's appropriate and prevent the catastrophe that happened
the gay commun

from happening to our kids and people in the

straight community.
Let me end these comments with one little analogy.

s

When I

taking care of patients with sexually transmitted

diseases in 1965 at the Haight-Ashbury clinic, I was a resident
at the University of San Francisco at the time, and I would go
down there at night and volunteer.

And we started seeing kids

with genital herpes, a disease that was not well recognized
twenty years ago.

And I have made a career treating and doing
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research in genital herpes.

In those days, 20 years ago, 5

percent of sexually active young people in San Francisco
genital herpes.
gay.

Five percent.

And

Today it is 40 percent.

se are straight k

And so,

, not

the last 20 years we

have seen a slow rise from 5 percent to 40 percent.
It's not going to happen tomorrow, but I don't want to come
back here 20 years from now and say, "You see what happened?

And

now we have 15 or 20 percent of straight sexually active young
people infected with this disease."
CHAIRMAN TUCKER:
Michael Ascher.

Next person who wants to testify,

Mr. Ascher?

DR. MICHAEL ASCHER:

Thank you, Mr. Chairman.

Could I

clarify my name and affiliation, please?
I am Dr. Michael Ascher, with a "c," and I'm from the Viral
and Rickettsial Disease Laboratory of the Department of Hea
Services in Berkeley.

I'm also a lecturer at the School of

Public Health on the Berkeley campus.

I run the AIDS testing

laboratory for the state department, effective

I

am

deputy chief of the laboratory.
I have been asked to respond to five questions which I will
read verbatim, and I have prepared short, I hope succinct,
responses to each.

I would like to proceed to the end before I

handle any individual questions, as the questions and responses
do interact.

Is that satisfactory?

Question One:
available?

how accurate are the antibody tests currently

The answer:

screening tests for HIV, the Eliza Test,

is very accurate, probably the most accurate viral test currently
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in use.

After significant improvements s

1985, al
def

their release in

of the major licensed test kits now
as ability to detect the

a sensit

sence of

in

individuals, of greater than 99.9 percent and a specif

that

is, ability to give a negative result in a noninfected
individual, of 99.8%.

I will clarify these numbers later.

When a confirmatory test procedure is added, as always should
be done, the specificity of the HIV test becomes virtually 100
percent.
Question:

does a positive antibody test always mean that

virus is present and the test-positive person is infectious?
Answer:

when confirmatory testing has shown that a serum

specimen is truly positive for antibody, 90 percent or more of
these individuals have virus in the blood when tested in our
laboratory.

Such a person would be extremely likely to transmit

infection via blood transfusion or by sharing contaminated
needles.

Although the technology to assess the

other body fluids, such as semen and ce
as well developed, it is our assumpt

t

of

l secretions, is not
that all

antibody-positive persons likewise shed virus in their
secretions.
Question:
false-pos

how serious is the frequently cited problem

ive test results?

Answer:

the problem of false-

positivity, from my technical viewpoint, has three facets:

the

feasibility, cost, and practical application of confirmatory
testing.

Let me clarify.

First, feasibility.

In California,

public health testing with our current policy and strong
confirmatory capability, false positives are not present.
-16-

Second, cost.

The cost of confirmatory testing can

significantly add to the cost of finding true positives in lowor no-risk screening and testing

not be cost-e

strictly on the basis of the cost of

confirmatory test.

Third and last, the practical application.

From a practical

standpoint, in relation to the questions asked by the committee,
confirmatory testing, at present, takes up to two weeks and can
make getting reliable results in real time, in the hospital
admission setting, for example, difficult or impossible without a
major augmentation in confirmatory kit test capability to
significantly decrease the turnaround time.
Question:

will the incidence of false-positive test results

increase if persons not engaged in high-risk behavior are
subjected to mandatory testing?

Incidence is not a good word.

The occurrence of false positive test results, about 2 per 1,000
individuals tested, is fixed and about the same in any group of
people since this is a nonspecific reaction.

Therefore, false-

positive results will not increase in proportion, but they may
cause concern in certain groups and require faster confirmatory
testing than usual in the settings under consideration today, and
result in extraordinary expense in finding positives compared to
a high-risk screening situation.
Question:

how often and under what circumstances must the

test be repeated to confirm negative test results?

In routine

screening by the Eliza Test, a single clearly negative result is
sufficient.

After a known exposure, such as a blood transfusion

possibly infected, a needle stick, or exposure of a health care
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worker, or after sexual contact with a known infected individual,
a period of time must elapse before one can be confident that
infect

has not occurred.

It is customary to obta

blood

initially at six weeks, at three months, and most experts would
requ

a blood sample at six months to absolutely feel

comfortable that infection has not occurred.
Those are my responses as prepared.

I will make them

available if you desire and as written.
ASSEMBLYMAN TUCKER:

Thank you, Dr. Ascher.

Questions?

The next witness please, Dr. Smith.
DR. CARL SMITH:
County Health Officer.
organizations:

Hello, I'm Dr. Carl Smith, the Alameda
I am here representing two statewide

the California Conference of Local Health

Officers and the Health Officers' Association of California.
I am going to realLy talk mainly today about, as everyone
else I suspect will, about HIV antibody testing.

My perspective

will really be that of a local health officer, and how you use
this test in the context of an overall strategy for trying to
control the disease in your community.
This is really one of the most difficult issues that is
facing us in California, particularly in public health here in
California.

At conferences, we spend a tremendous amount of time

debating this and discussing it, and I think that we have finally
hit upon a strategy which really will lead us toward a control
program for HIV infection in California, and we see the antibody
test for HIV as being a critical part of this strategy.

However,

we see it only as an adjunct to other interventions; that is,
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that it is not the test itself.

It is how you use it and in the

context of whatever activities you use it which are important.
The use of HIV antibody testing without a clear understanding
of what the goal of such testing is and

thout taking into

account the consequence of such testing will do more harm than
good.

HIV testing is a powerful and dangerous tool, and if it is

used properly and within the right context it will do great good;
but if it is used improperly and without well thought out reasons
it also can do great harm.

So what we as a conference, and what

I am particularly going to discuss today is when I believe you
should do testing and when you shouldn't; and when you do it,
what are the constraints under which you should act.
HIV antibody testing is useful in the following activities:
epidemiologic investigations.

The prevalence of HIV antibody

the community will tell you three things:

it can estimate how

the virus has penetrated the particular community,

will

evaluate the success of whatever education or other prevention
programs you are carrying out, and, third, it will assist you in
estimating what the future medical costs are.

We see those as

really the three primary reasons for using the test for
epidemiologic investigations.

We all know that, through the use

of our alternative test sites, the HIV antibody test is a good
way to protect the blood supply.
To comment again on one of the major points that Dr. Conant
brought up, we see it as a major point for health promotion.

I

believe that the knowledge of HIV antibody status will help
elicit behavior changes.

If an individual knows what his or her
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antibody status is, he or she will be motivated to modify
dangerous behavior to decrease the risk of transmission.
Dr. Conant touched upon the use of the test for personal
health in order to establish a diagnosis and in order to be aware
of infection so that you can detect early disease.

The test is

important in obstetrical care, to prevent the transmission of the
virus from an infected mother.
CHAIRMAN TUCKER:
DR. SMITH:

Doctor, Ms. Hughes has a question.

Sure.

ASSEMBLYWOMAN TERESA HUGHES:

Doctor, do you think that

in rape cases the person should be tested?
DR. SMITH:

Yes, with certain conditions, and that is

that the person have, first, the consent of the victim.

I think

the victim should ...
ASSEMBLYWOMAN HUGHES:

All right, the consent of the

victim.
DR. SMITH:

And the second is that the person be given

the opportunity to be tested confidentially, voluntarily.
ASSEMBLYWOMAN HUGHES:

All right.

But the bottom line

is yes, under those circumstances, which I well understand.
DR. SMITH:

Yes.

I'm going to get into this later on,

but I think this is one of the rare cases when you really do want
to talk about mandatory testing.
ASSEMBLYWOMAN HUGHES:
DR. SMITH:

All right, thank you.

And the ...

CHAIRMAN TUCKER:

Wait just a minute.

You say there are

times when we should talk about mandatory testing, and a case
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where a person has been raped.

Now we have a person who's gone

through a traumatic experience, and I don't know.
now.

It's voluntary

That person can get a test for HIV just by saying, "I want

a test for HIV."

Why should we mandate it?

Is it something that

we should do, or are we talking about mandation here, or ...
ASSEMBLYWOMAN HUGHES:
asking the doctor.

That was the question that I was

If I heard you correctly, you said that if a

person tests positive, you know that that person has the ability
to transmit the virus to another individual so, therefore, my
question to you is, in a rape case, and I agreed with you that if
the victim says yes, but if the victim says yes and the person
who did the raping, the raper, protests, do you think that's fair
from a health standpoint?
DR. SMITH:

We're talking about testing the raper?

ASSEMBLYWOMAN HUGHES:

That's correct.

Testing the

raper, not the rapee.
DR. SMITH:
from two angles.

I believe that you have to consider this

One is from the purely medical thing, and also

from the societal ...
ASSEMBLYWOMAN HUGHES:
DR. SMITH:

I'm t.alking about the medical.

All right.

I think that you will decrease,

if you can demonstrate that the person who committed the crime,
or who's charged with committing the crime, does not carry the
virus at the time that the event took place, you can decrease the
suffering and anxiety of the victim.
ASSEMBLYWOMAN HUGHES:

All right, as a physician, how

could you prove that they did not carry the virus at the time
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they committed the act?
that?

Cou

I don't understand, how could you prove

you prove it medically?

DR. SMITH:

I'd have to refer back to some of the points

that Dr. Ascher brought up about the test, the HIV antibody test,
and those are several.

One is that, I believe either he or Dr.

Conant mentioned that 90 percent of individuals who are HIV
antibody positive may have the virus.

The other point is that

you have to continue to test over a period of time.

You cannot

assume that a negative test at any one point in time means that
the individual might have been infected, but not yet developed
antibodies.
ASSEMBLYWOMAN HUGHES:

Does not the victim have a right

to know whether in the course of the rape act they were possibly
exposed to the positive virus?
DR. SMITH:

Yes.

ASSEMBLYWOMAN HUGHES:
DR. SMITH:

Thank you.

We've touched on one of the other ...

CHAIRMAN TUCKER:

I still don't understand what we've

decided on this one here.
DR. SMITH:

Well, the issue, as I see it, is using the

HIV antibody test in order to evaluate a possible exposure.
CHAIRMAN TUCKER:

We can test the rapist and the rapist

can be negative, and we can test the victim and the victim can be
positive.

What in the hell have we resolved here?
UNIDENTIFIED SPEAKER:

Perhaps you tested the wrong

rapist.
DR. SMITH:

I don't know.

Yes.

-22-

CHAIRMAN TUCKER:

Mr. Bronzan has a question.

ASSEMBLYMAN BRUCE BRONZAN:

Just on that point, to make

sure I understand this, because this does get confusing.

I think

there's lots of misunderstanding in the public, and certainly
among us, and I'm one of those who's struggling to understand it,
but just on that point, to make sure that I'm following this
correctly.
tested.

You have a rape situation.

The rapist could be

That rapist could test negative.

You could test the

woman who was raped and she could test positive.
CHAIRMAN TUCKER:

Did she get even with him?

ASSEMBLYMAN BRONZAN:
understand there.

That's a situation we all

But let's go to a little more difficult one.

If the woman could be positive, this woman who was raped, the
woman is positive with the rapist being negative, then you could
conceivably have a situation where the woman was tested positive,
the rapist was tested positive but he wasn't the one who
transmitted the disease to the person who was raped.

Is that

possible?
DR. SMITH:

Surely.

ASSEMBLYMAN BRONZAN:

And scientifically, is there any

way of knowing whether or not it was the rapist who transmitted
the disease?

There's nothing in the science of it to know who

did the transmitting.
DR. SMITH:

No.

I think the only advantage that I see

to this is being able to assure a victim of a rape that she or he
was not exposed to someone who was carrying the HIV virus.
that's about the only use that I can see.
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And

ASSEMBLYMAN BRONZAN:
trying to understand.

Good.

That's the point I was

In other words, the testing doesn't tell

you who gave the disease, or when, or anything, it just tells you
whether or not an exposure occurred somehow somewhere?
DR. SMITH:

Exactly.

ASSEMBLYMAN BRONZAN:

Okay, now let me ask this, and

forgive me if I ask dumb questions, but let's say the rapist is
positive.

In the course of a single rape ... let's say the rapist

has an active case of AIDS.

Not just an antibody in the blood

floating around, but there's an active full-blown case of AIDS,
and he rapes the woman.

That does not necessarily mean that the

woman would, in fact, be infected by the disease.

Is that

correct?
DR. SMITH:

That's correct.

ASSEMBLYMAN BRONZAN:

So, you could have the rape occur

by a rapist with a full-blown case of the disease but not
transmit the disease to the person raped, and that is
medically ..• am I saying it correctly?
DR. SMITH:

Yes.

ASSEMBLYMAN FLOYD:

Let's don't forget the male victim

of rape, either.
ASSEMBLYMAN BRONZAN:

That's correct.

I was just using

it in the sense that the discussion began with, but it would
apply the same whether it was a male who was raped or a female
who was raped.
The test on the person who was raped, if that test is
positive, is there anything in the science now that tells us when
that person was exposed to the disease, by just the testing?
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DR. SMITH:

No.

ASSEMBLYMAN BRONZAN:

So all it shows is exposure to the

disease, but there's nothing we could tell about ...
DR. SMITH:
schedule here.

Right.

You'd have to look at the time

It takes at least four weeks to develop the

antibodies, so if the person had antibodies, you'd assume it was
to an exposure previous ••.
ASSEMBLYMAN BRONZAN:

Let's say you test the person who

was raped, then two months later you find the existence of an
antibody.

That existence of that antibody in the test, and the

question I have is do we have the science right now to know, have
any indication of when that person was exposed when we find a
positive antibody?
DR. SMITH:

No.

ASSEMBLYMAN BRONZAN:

Okay.

Then the third question I

have is, the significance of that, of course, is if the person
raped is tested and shows a positive antibody, there's still no
way of knowing whether that is connected to the person who did
the raping?
DR. SMITH:

That's right.

ASSEMBLYMAN BRONZAN:

All right.

Then the third

question I have is, on the issue of just a test positive, and if
you've covered this ground, forgive me, but it seems to me such a
critical point.

Let's say the rapist tests positive, or anybody,

an inmate or a person who's mentally ill or anybody tests
positive, somebody here in the audience goes and gets a test and
they test positive.

How do we know that that means that, in
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fact, they have been exposed to the disease, because I've read a
number of things in the last few months about the incidence of
false positives.
I mean, how sure are we that if somebody tests positive the
first time out on the standard blood test, they actually have the
disease?
DR. SMITH:

Well, Dr. Ascher could probably respond to

this more accurately, but .••
ASSEMBLYMAN BRONZAN:
DR. SMITH:

Does Dr. Ascher plan to do that?

He did already.

ASSEMBLYMAN BRONZAN:

Oh, I'm sorry.

Forgive me for

missing that.
DR. ASCHER:

If I may interject, I think people aren't

fully understanding each other.

If someone is raped, and at the

time of the rape or within a couple of days a blood test is
positive, it would be fairly clear that the victim did not, and I
repeat, did not, receive the infection at that time.
ASSEMBLYMAN BRONZAN:
DR. ASCHER:
situation.

Correct.

From the rapist?
That would be a "no way"

If a period of time up to six months went by and the

person did not convert, then you would say that person is not
infected.

So, it's the timing of that that's clear.
ASSEMBLYMAN BRONZAN:
DR. ASCHER:

I understand.

And what I said earlier about the false-

positive problem is in a setting, certainly like a judicial
matter, we would never, in California, allow an Eliza Test to be
used for any purpose without confirmatory testing of the first
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order behind it.

So, false-positives are not a consideration, by

definition.
ASSEMBLYMAN BRONZAN:

But, sir, we are faced with

legislation, some of which seems sensible on first blush, that
doesn't necessarily require any backup testing.

So, the question

that I'm asking in a generic sense, before we get to the bills,
which I understand we're starting to deal with tomorrow, is, in a
generic sense, if you don't have the provision for backup
testing, from a scientific point of view you don't really know
what you have.

Am I

stating that correctly?

DR. ASCHER:

Absolutely.

ASSEMBLYMAN BRONZAN:

And if we're dealing with the

criminal justice system and felony provisions and other things,
we'd better know that.

I mean, it's not an argument for or

against whether it ought to be done, but we at least ought to do
it with a high enough level of surety that we know what we're
doing.

Is that a fair statement?

And can you explain to me, just quickly, what is the back up
test, and how much does it cost, and how do you take it, and all
that?
DR. ASCHER:

There are several tests against which this

test has been standardized.

Initially, the disease syndrome,

AIDS, which Dr. Conant clearly described, was the gold standard.
At some point in time it became clear that early patients, or
patients that did not have full-blown AIDS, needed to be picked
out, as well.

And other tests have been used.

In California, we

use a test called the Immunofluorescence Test, which is very
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rapid, and in highly qualified and sophisticated laboratories,
like our counties and the state, we can do this quite
effectively.

The other test that's used frequently in the blood

bank environment and other places, is the so-called Western Blot
Test.

When we finally get to the point where a combination of

results is obtained that don't agree, based on that sequence, we
will then do a further test, and in many instances a virus
isolation, which is, by definition, then, one of the gold
standards.
So we have about five levels of confirmation and confidence
in it as we go through the system, and that's how we do the
testing.
ASSEMBLYMAN BRONZAN:

Sir, if this Legislature and these

committees felt that as a matter of appropriate public policy we
should institute mandatory testing under certain circumstances,
which we may well do, are you suggesting to us that whenever we
do that, if that's our decision, that we should have this series
of backups in order for us to know, in fact, that that's what
we're dealing with?
DR. ASCHER:
wasn't clear.

Is that what you're telling us?
Well, it's the community standard.

Maybe I

The federal programs that support testing in

California require that, and we consider it the community
standard.
ASSEMBLYMAN BRONZAN:

How much does

cost if a loved

one of mine found themselves tested positively for the AIDS
antibody, and let's assume it was a false-positive, what is the
total cost to whomever to run through the numbers of tests in
order to confirm or deny that first finding?
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Do you know that?

DR. ASCHER:

Yes, it goes up about one order of

magnitude, or ten-fold.

An initial screening test would cost

about $7 with all labor and everything factored in.

A

confirmatory test, based on average technology, would be about
$70.

And that's a rough estimate.

That includes dividing all of

the five levels by the number of tests, and it comes out to about
that ballpark, $70.
CHAIRMAN TUCKER:
ASSEMBLYMAN FLOYD:

Mr. Floyd.
Doctor, I don't want to get into the

technical thing because none of us are going to have enough time
or anything else, but we're dealing with a series of bills that
carne over to us from the Senate and, as a local health officer, I
just want to know do you want to know the names of every person
in your jurisdiction that tests positive?
DR. SMITH:

No.

ASSEMBLYMAN FLOYD:

Senator Doolittle has a bill, Senate

Bill 1000, would you support that, which calls for a report of
every positive AIDS test to the health officer?
DR. SMITH:

No, I don't support that, nor does the

conference.
ASSEMBLYMAN FLOYD:

Why?

Mr. Chairman, I wonder if you

could ask the folks not to respond to each one of these things,
because they're going to be booing us in a minute, and that ain't
as good as the clapping.
CHAIRMAN TUCKER:

I'm sure you're accustomed to being

booed, Mr. Floyd.
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ASSEMBLYMAN FLOYD:

More than applauded, but in my

committee I throw them the hell out if they interrupt the
hearing.
ASSEMBLYMAN GERALD FELANDO:

We're also accustomed to

some decorum within the meeting, too, and I think it's
inappropriate that we applaud.
ASSEMBLYMAN FLOYD:
like that.

Well, I don't want to start a hassle

You and I are the last ones to talk about decorum,

Jerry, but go ahead, Doctor, please.
DR. SMITH:

Well, I'd like to develop the idea about

testing, and that is that whenever you do it you have to have a
clear idea of why you're doing it.
context of another program.

You're doing it in the

If you want to find out what the

prevalence or incidence of disease is in your community, you can
find that out very easily and very precisely by doing good
studies in the community using either blind, scrambled specimens
or by using confidential studies.

So you can find out the

information you need without having the names.
The second thing is that in terms of having to devote public
health resources, which are really limited in this area, we don't
have the time or the money or the personnel, given the priorities
which we have to address in this to really deal with the
information once we get it.
The third is that there are really great risks riqht now with
having this kind of information floating around, and it makes me
very nervous to have the responsibility for maintaining this
information, that comes to me personally, and not really knowing
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what I'm supposed to do with it but knowing that if any of my
staff finds out about it or if anything else goes around, that
confidentiality may really be broken, and we still have real
risks of discrimination.
So those are some of the reasons.

I think, again, when you

talk about testing you have to really talk about why you want to
do it, and if you want to counsel people you don't really need to
report the names.

If you need to educate people, you don't need

it.

If you want to do a survey in the community, you don't need

it.

We use these measures in venereal disease control with some

success, but the problem there was we had a very short time
period to deal with and we had more resources available to us in
the face of the whole thing.
ASSEMBLYMAN FLOYD:

And we had some cures.

DR. SMITH:

Exactly.

Right.

So, anyway, these are some

of the reasons that the conference ...
ASSEMBLYMAN FLOYD:

And some of this blind testing and

such is going on to your knowledge anyway?
DR. SMITH:

That's correct.

The state ... there are a

number of studies of this nature.
ASSEMBLYMAN FLOYD:

I hope you're there to testify on

the specific bill to that, Doctor, because that's what we need.
CHAIRMAN TUCKER:

In the epidemiology of gonorrhea and

syphilis, these diseases are reportable.

However, you do have a

very short incubation period, and you have something known as
case-finding, an interview with the infected person in an attempt
to locate those persons that might have been infected.
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Now, this

is a routine, and it's a law in our nation, that syphilis has to
be reported.

It is reported to the local health jurisdiction

with name and as much information on the patient as possible.
But there is something you can do about syphilis and gonorrhea.
And we don't know what the hell we can do with AIDS.

If you did

give the name, then you did epidemiology interview, what do you
do?

Do you interview for one year, or do you go seven years, or

do you go ten years?
you do with them?
trying to learn.

And if you get a host of contacts, what do

What do you do with them?

That's what I'm

Dr. Felando?

ASSEMBLYMAN FELANDO:

I think my question's been

answered.
CHAIRMAN TUCKER:

Mr. Connelly, and then ...

ASSEMBLYMAN LLOYD CONNELLY:
believe, for Dr. Ascher.

I have a question, I

You indicated that you had an accuracy

rate of 99 percent or above for one either affirming the
existence of the virus or not affirming it.
context of these routine tests?

Was that in the

I got confused, you talked

five different tests in response to Mr. Bronzan's question.
What I'm getting at is, one of the arguments, one of the
practical arguments made against any type of testing, either
voluntary or mandatory, is that the accuracy rate is so low and
the false-positives are such a problem that you create fear and
generate cost where it's not necessary, and I'm trying to find
out how constant this 99 percent figure is.
DR. ASCHER:
to clarify it.

Yeah, it's a good point and I'll be happy

There are two issues, again, of the false-

-32-

positives.
out.

One is whether you will allow a false-positive report

Now, that doesn't make sense because a test that is false-

positive, you know, is not positive, it's negative.
paradox here.

So there's a

What I said very clearly, or tried to is that

there will be no false-positive results if they are all suhjected
to confirmatory testing.
So, the issue of whether you can do that has three parts.
Can the state or anyone else do the testing to appropriately
resolve positives into false-positives and real positives?
answer is yes.
taken.

Can we afford it?

The

There your point is well

When you start testing in low-risk or no-risk

populations, the proportion of apparent positives in the
screening test that actually turn out to be true falls
precipitously, so you'll end up confirming 10 or 20 falsepositives, making them false for every one that you find.

And

that's where the cost factor becomes exponential.
ASSEMBLYMAN CONNELLY:

Just so I understand it, s

, for

example, could you test 1,000 people in the population at random,
and you were to find 20 positive results, on your confirmation
test 18 of those would kick out and only 2 of them would be
legitimate?
DR. ASCHER:
tested.

That would depend upon the risk group

That is correct.

That is a reasonable estimation.

ASSEMBLYMAN CONNELLY:

So, the broader the population

when you move from the gay community, from the drug community,
the larger the percentage of tests are that turn out to be sour
tests when they show positive results?
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DR. ASCHER:

If I might throw a technical term out, the

term that we're talking at is the "predictive value of a positive
test," which means the probability that a positive test on first
approximation is real.

And I'll cite to the committee, and leave

it for the record if you like, a California morbidity write-up
which was done last fall which addresses the very issue, and I
will only give you two numbers.

In a high-risk population with

50 percent positives, the predictive value of a positive test
would be 99 percent, that the real positives would outnumber the
false-positives 99 to 1.

In a low-risk population, the other end

of the spectrum, with an infection rate of 1 real case per 1,000
and a false-positive rate, which they cite here, of 9, then the
predictive value of a positive test would 1 in 10, and that will
then exponentially decrease as the prevalence in the population
decreases to the point where all of your testing is chasing
false-positives.
ASSEMBLYMAN CONNELLY:
here, if I could.

I have one additional question

Just based on this transmission issue,

assuming that there's a percentage, hopefully an extraordinary
small percentage, of people who when they test positive, even in
a confirmatory test, a confirmation test, whatever they call it,
situation, that they

11 continue ongoing sexual relationsh

s

with an individual partner, and that is not entirely unique from
gonorrhea or syphilis notification, why we will contact a wife,
for example.

Does that same rationa

exist for AIDS?

In other

words, in a situation where the irresponsible partner was not
affecting notice, and he or she knew that they had the disease,
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is that something that you and I should be concerned about, that
we ought to make sure that that person receives notice?
DR. SMITH:

Well, it does happen.

I believe there have

been some studies in drug-abusing populations where the mate of a
person, they both knew the HIV status and still did not use
condoms or other protection.

It happens.

ASSEMBLYMAN CONNELLY:

Is that a very small percentage?

Do you remember what that was?
DR. CONANT:
frightening.

Excuse me.

May I comment?

It is

And I would hope that you could suggest what we

could do about it.

In IV drug users, a report was given at the

International AIDS Conference that 70 to 75 percent of them, when
the partner who kne,J that his or her partner was infected
continued to have sex and became infected.
ASSEMBLYMAN CONNELLY:

That's a different issue.

That's

an issue where that partner, for whatever reason ...
DR. SMITH:

No ...

ASSEMBLYMAN CONNELLY:
continue the sexual liaison.

... makes an informed decision to
The other situation is when that

partner doesn't knov-1 because the person that's infected hasn't
advised them.

And that's the one ... is that all?

It seems to me

that if there is a rationale to give notice, it's in that
situation where we are ..•
DR. SMITH:

You're really talking about the physician

who knows, is aware of the HIV status of an individual.
individual refuses to tell his partner of his status.
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The

I think in those cases, I think physicians have dealt with
this for centuries and have done it fairly successfully in
getting the word across either voluntarily or in what other
method in order to inform spouses.
ASSEMBLYMAN CONNELLY:

That has occurred without the

involvement of the county public health officers.

That's been

the individual physician that's assumed that responsibility.
DR. SMITH:

Right.

I believe it should continue to be.

ASSEMBLYMAN CONNELLY:
CHAIRMAN TUCKER:

Thank you.

Okay.

ASSEMBLYMAN BRONZAN:

Mr. Bronzan.

I nas following up on Mr.

Connnelly's ... that was such an amazing statistic that I didn't
fully appreciate.

Are you saying that of the low-risk

population, nonintravenous drug users, nonactive homosexuals,
that not only is the incidence very low ... what is the incidence
in the low-risk population of the presence of a true AIDS
antibody?

Let me ask that one first.

In low-risk groups,

generally, today in the State of California, what is the
incidence of AIDS?
DR. ASCHER:
issues.

My laboratory does not deal with those

We have a representative of the department here

could comment.
ASSEMBLYMAN BRONZAN:
DR. CONANT:

Does anybody know roughly?

A quarter of 1 percent.

ASSEMBLYMAN BRONZAN:

Roughly.

A quarter of 1 percent.

So one-

fourth of 1 percent of those who are low-risk actually have the
existence of the virus in their blood.
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DR. CONANT:

That is based on people going to blood

banks who don't know they are infected.

We found at random 1

quarter of 1 percent.
DR. ASCHER:

The reason I didn't answer ... I will now •..

is that the studies that are in progress by the department are
addressing the very issue, which is, on the basis of unlinked, or
anonymous, or confidential testing, what is the frequency of a
risk factor in a positive?

The answer, although it is

preliminary, is they all have some reason to be positive.

So if

you remove those, you could come to the conclusion that it is
zero.
ASSEMBLYMAN BRONZAN:

Okay, so you are saying that they

were adversely selected and if you made it a true nonadversely
selected group, it would be even less.
DR. ASCHER:

Then you would have the blood bank numbers

which are 0.2 per thousand, but every blood bank study has shown
that those people also have reasons to be positive.
ASSEMBLYMAN BRONZAN:
them.

Okav.

Novl, at least a percent of

Okay, now let me ask a second question to make sure I

understand that.

Of the low-risk population, and let's use the

higher number, the 1 quarter of 1 percent that test positive, you
are saying that 9 out of 10 of those is false-positive?
correct?

Because I don't want to misstate it.

Is that

Of those that

test positive in the low-risk population, what percent are true
positives?
DR. ASCHER:
my basic point.

You've got to turn it around and start from

The false-positive rate is constant.
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That will

be two per thousand.

You tell me what the prevalence is in the

population.
ASSEMBLYMAN BRONZAN:
DR. ASCHER:

But I told you, I just want ...

Is what?

ASSEMBLYMAN BRONZAN:
know the following thing.

The average layperson wants to

In the low-risk population, and that

is your criteria, there I have given it to you ..• in the low-risk
population of those that test positive, what percent are likely
to be false-positives?
DR.

ASCHER:

What is the answer to that?
As many as 90 percent.

ASSEMBLYMAN BRONZAN:

As many as 90 percent?

Did you

agree with that?
DR. CONANT:

I think we're getting caught up in

semantics.
CHAIRMAN TUCKER:
understand something.
DR. CONANT:

Wait a minute.

The biological false-positive, 90 percent?
No, no, no.

ASSEMBLYMAN BRONZAN:
question.

Maybe I didn't

Look, it is not that difficult a

If you took a cross-section of 100 people, 100 people

that are low-risks •.. we can all agree to the number 100 and we
can all agree as to whether they are low-risk.
DR. CONANT:

Right.

ASSEMBLYMAN BRONZAN:
those that test positive.

The~e's

going to be a percent of

Of those that test positive on an

antibody blood test, what percent of those are likely to be
false-positives, if you tested all of them out?
those are false-positives?

Ninety?
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What percent of

DR. CONANT:

Ninety percent to ninety-two percent.
(Whistle) .

ASSEMBLYMAN BRONZAN:
DR. CONANT:
the two percent.

No, no, wait a minute.

Ninety percent of

Draw back to what he is saying.

What his basic

point is, if he calls it, by the time he gives you that report
when it comes out of his laboratory, it is no longer a falsepositive result.

When he reports it, he knows that this person

is positive or negative.
ASSEMBLYMAN BRONZAN:
DR. CONANT:

Wait a minute.

A confidence level of 100 percent.

ASSEMBLYMAN BRONZAN:

I am failing to communicate myself

clearly.
DR. CONANT:

I understand that.

ASSEMBLYMAN BRONZAN:
bank to give blood.

The average person goes to a hlood

And lPt's say that, lo and behold, when they

give the blood and they test the blood, they find a positive
antibody test.
DR. CONANT:

No, ·Hait, wait.

Are you talking about the

technician in the lab finds it?
ASSEMBLYMAN BRONZAN:
first-time somebody test.

No, I am talking about just random

Whether we make them take the test,

whether they voluntarily take the test, whether they go give
blood and they get the test back indirectly, that, under those
conditions,

the~r

are low-risk, how many of those people test

positive and how many of those positives are not positive at all
if you ran them out and tested the whole, all the backup tests?
DR. CONANT:

Sir ...
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CHAIRMAN

TUCKER~

DR. CONANT:

Ninety percent.

When you say test positive, do you mean do

they find something in the lab that they study further or do you
mean they tell the person he is positive?
ASSEMBLYMAN BRONZAN:

I am saying that when you first

take the test, the first test that you take says you are a
positive antibody.
DR. CONANT:

And vou have told the patient that.

ASSEMBLYMAN BRONZAN:
is what the test says.

Whether you tell them or not, that

And you have not gone through the

subsequent tests to verify.

At that point, before you go on, how

manv of those on the first test are false-positive?

And you are

saying 90 percent?
DR. ASCHER:
kits as of today.

Ninety percent on the basis of the improved

Dr. Smith's own jurisdiction in Alameda, when

we looked at their blood bank, it was 95 percent false-positive.
ASSEMBLYMAN BRONZAN:

Okay, then a very high percentage,

an overwhelming percentage of those on the first test before you
have run it out to the full number there, are going to be false
positives and a very, very small percentage of the low-risk
population will even get that, will even get the first false
positive test.
Okay.

That's important because if we are making a mandatory

test in a low-risk group, that means most of the test will be
wasted.

Almost all of it will be wasted the first time around,

and almost all of it ... (applause)

Now, come on, please don't.

These are going to he hard enough for us to figure out as it
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is •..

Most of it's going to be wasted the first time around and,

if I understand you correctly, most of the positive is going to
be wasted because what you are going to find out is most of that
is false-positive.
Okay, now, let me ask one further question.

How many people

do we think today, in the State of California, have the AIDS
antibody, in fact, in their blood?

What's our best guess?

Numbers?
DR. CONANT:

Three hundred to five hundred thousand

people.
ASSEMBLYMAN BRONZAN:
Five hundred thousand people.

Let us take the higher number.
The dollar figure you gave me to

run the whole number out was about $70, somewhere in that
neighborhood, to do the backup tests?
DR. ASCHER:

No?

Wntch out for the dollars, it can get

really confusing.
ASSEMBLYMAN BRONZAN:

I iust want an average cost to do

the full thing to where you have to run it all the way out.

It

is roughly $70.
DR. ASCHER:

If that is per one that shakes out because

it is positive.
ASSEMBLYMAN BRONZAN:
DR. ASCHER:

Right.

That is what I am saying.

That adds very little to the overall cost

because they only happen 2 per 1,000.
ASSEMBLYMAN BRONZAN:
DR. ASCHER:

Just the testing.

Yes.

-41-

ASSEMBLYMAN BRONZAN:

Old math tells me that that's $35

million to test just those, if we could pinpoint it and get just
the 500,000 out of the State of California and just test them, it
would cost us $35 million.
DR. ASCHER:

No, I am sorry, you don't have to

confirmatory test all 500,000.

You only have to do the 2 per

1,000 that show up as positive, including the real ones and the
false ones.
ASSEMBLYMAN BRONZAN:
point.

I think you're misunderstanding my

If we have, in fact, the higher number, 500,000 people in

the State of California who do actually, whether you test them or
not, they have the antibody in their blood.

I am saying if you

could test everyone one of those and only those .•.
DR. ASCHER:

I misunderstood.

ASSEMBLYMAN BRONZAN:

If

''OU

You are correct.
could somehow magically

identify all 500,000 out of the total population and test them,
it would cost you $35 million just to do that.

But, of course,

even if we attempted to do that, which the answer to Mr. Floyd's'
question is you are not interested in doing that, but if we
attempt to do that, we would be testing lots more than just the
people who have it, by several factors more.
DR. SMITH:

Could I add to that?

If you want to talk

about costs in this situation, you have to assume that some
action is going to be taken after the person has a positive
result.
CHAIRMAN TUCKER:
DR. SMITH:

Could you hold the mike down?

I am sorry.

-42-

CHAIRMAN TUCKER:

Tell you what I am going to do now.

I

am going to cut it off and let Dr. Smith finish his testifying
and we have two other people on the panel that we have invited
here and I want them to have an opportunity to say something,
too.
DR. SMITH:
close.

I just want to make two more points before I

And one is you will be discussing discrimination, I

think, later on in the panel, but one of the things that we are
particularly concerned with is really the testing of people upon
admission to hospitals.

Our concern here is that by identifying

a program which is really set up to sort of help physicians and
help staff care for patients may turn out to be a real problem,
in that you have to have hospital staffs that are prepared to
take care of HIV positive individuals.

If the result of a

prehospital, routine prehospital testing program is to identify a
lot of HIV-positive individuals and you are not then able to
provide care for them or are planning to deny care, you are going
to end up with a ... well, we from the county see a movement of
patients from the private sector to the public sector merely
because they are HIV-positive, or the increased cost of
establishing special facilities within hospitals to deal with the
staff concern around HIV-positivity upon admission.

I want to

put this comment in, because you will be discussing this
tomorrow.
The final thing that I really want to make on this, is that I
think that you have to, whenever you consider any bill that has
an HIV antibody testing component, you have to play the whole
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thing through; you have to figure out what really will the end
result be.

Something that ostensibly looks like it is going to

do good, it's going to protect the public health, may actually
have the opposite effect or very costly, other costly detrimental
effect.

And I iust want, I think anybody who considers bills

tomorrow should really play it out completely and see what the
bottom line of any of these interventions are and I think you
will find that many of them will be costly and do nothing to
protect the public's health.
CHAIRMAN TUCKER:

Thank you.

Thank you.

Dr. Mundy, from

Cedars-Sinai, one of the finest medical facilities in the world.
I had the privilege of, the dubious privilege of, being there
for one month.

Recently, my wife was hospitalized there.

want to tell you, it is a fantastic facility.

And I

I say it is the

best in the world and I have been in health all of my life and I
am 69 years of age.

Go ahead, Dr. Mundy.

DR. THOMAS M. MUNDY:

Thank you, Mr. Tucker.

But I will

tell the committee, he told me in private we charged too much.
(laughter)
Mr. Chairman, I am a pediatrician whose specializes in
immunology at Cedars-Sinai.

In the 1980s, that means I take care

of children with AIDS full time.

I am going to share a little

bit more of the personal side about testing today rather than
specifics.
Part and parcel of taking of care of children with AIDS or
anyone with AIDS in the 1980s is knowing what is going on in
Sacramento, and by my count there are about 36 that deal directly
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or peripherally with AIDS before you.

Among those, there are at

least three-quarters of them that are good bills.

Of the

remainder, there are some that are bad and there are some that
are downright ugly.

Most of the ugly bills are pending before

committees tomorrow in Assembly Health and Assembly Public
Safety.

What I would like to see you do is to try to drop some

of the ugly or turn them into good bills.
CHAIRMAN TUCKER:

Dr. Felando.

ASSEMBLYMAN FELANDO:

Why don't you clarify that by

saying in your opinion they are ugly?

Just because you're making

the statement that they are ugly does not mean that they are ugly
bills and I resent that.
DR. MUNDY:

I said in my role as a person who takes care

of children with AIDS, and it is through that interpretation of
protecting my patients.
CHAIRMAN TUCKER:

I v10uld like to inform members of the

committee that we invited these folks here to give us their
opinions on those bills that we are going to be hearing tomorrow,
and ... no, you don't have to applaud, please.
this is all ahout.
opinion.

And this is what

And what we are asking you for is your

You may proceed, Doctor.
DR. MUNDY:

I don't mean to stress the bad--\lhat I see

as the bad and ugly bills.

As I said, well over three-quarters

of these are very good bills.
As physicians, when we know what to do we fill out
prescriptions.

When we don't know what to do, we fill out

lahoratory slips for testing.

And we, as a society, don't know
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what to do about AIDS.

And I think our society is mirroring what

we do as physicians in calling for testing when we don't know
what else to do.
I divide testing into at least three categories:

voluntary

for high-risk groups, which I largely see as very good testing;
voluntary testing for lo-v1-risk groups, which is somewhere between
good and bad; and mandatory testing for any group, especially
those groups which we, as a society, already don't favor.

Those

I see as the ugly bills.
I'll tell you a little bit about my project, in particular.
I am involved in a project funded by the Centers for Disease
Control through the County Department of Health of Los Angeles,
where we will review the records of thousands of babies who are
critically ill in newborn intensive care units in the early
1980s.

Of those, we will try to identify which approximately

1,000 got blood transfusions.

We then will call up those

parents, let them know that their child got a transfusion, and
some of these parents don't know that their child got a
transfusion, counsel them about the implications of a positive
test, not just for their child but for their family li

, in

general, and then offer, and I stress offer, them testing.
It is not easy to convince these parents that they need to
know if their child is infected or not when, as Dr. Conant has
pointed out, it is medically very important to know.
On a good day, I think I have the hardest job in the
hospital.

On a bad day, I go home and cry.

approximately 1,000 babies that we
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When I do counseling and tes
I do

offering adequate counseling,

ASSEMBLYMAN BRONZAN:

When

badly once or twice, mostly

badly, and I have done

dealing over

right, it is horrible

is unbearable.

Give us an example of bad

counseling so that we will know what you are talking about.
DR. MUNDY:
noti

I have a standing rule that we v1ill not

parents of a ... we give all 1,000 of these a follow-up

appointment two days later to come back to get their results.
Press is here, but don't tell anybody.
negative.

We call if they are

We bring them hack if they are positive.

You cannot

call them back later and say, "We would like you to come in."
fact, you have told them over the phone.
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In

ly normal six-year old

One day when a mother who had a
who was running around, had dance class two

later,

I call her pediatrician and let her pediatr

call her.

pediatrician called her.

The test was pos

isted
The

She told her

nine ... her child that was infected was four or five years old.
She decided to share her it with her nine-year old child and not
with her husband and her nine-year old child went to the
principal the next day and said, "Oh, my sister has AIDS."
That was a bad day.

As I sa

, most of the bad days have

centered around not doing correct counseling.
my

of telling anyone that

are

I will never break
any setting

sitive

other than face-to-face, hopefully, with both parents present.

I

will never break it again.
Of our $500,000-a-year annual budget, about $10,000 ac
s to performing the HIV antibody test.

ly
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identifying people who are in high risk groups, educating them,
counseling them, doing immunological work-up, doing confirmatory
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which we

I

f
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is 99
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s a

11 out

the Governor

11 out of

intments.

As an example, there was a front-page article in the L.A.
Times on a Sunday about a month ago which went through the bills
pend

before

, many of them deal
unconfidentiality.

three patients cal

with relaxing the
That Monday morning,

up and cancelled appointments.

week just didn't show.

Others that

One father who was a lawyer, after I gone

through the protections that are in place in the State of
California now, and I will tell you they are excellent
protections, I think the State of California has better
protections than any state in the Union that I know of, I went
through those with the father and he said, "Yes, that's there
now, but I don't know what will be there next year."
the height of Olliemania.

He made me guarantee that I would

his records if he asked me to in the future.
I couldn't do

This was at

, then I rea

st said

I

zed they were my research records

and not medical records and I told him I wou

do

And I

will.
I bel

the famil

disclosure of the AIDS d

s that I see are more afraid of the
is than they are of AIDS itself.

AIDS is prohably committing their child to death.
diagnosis is
to

If the AIDS

sclosed, friends and family members are committed

11 on earth.
We are asking these parents to be totally isolated from those

around them.

I liken telling parents that the

child is

infected with the AIDS virus to telling the parents of a three or
four year old that their child has childhood leukemia, something
I have done a number of times in the past.
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That is a horrible

thing to do to parents, to tell them that their child has
leukemia.

But it is now mostly a curable disease.

They hear

that news, they call up their sisters and brothers, they tell the
grandparents, they get massive support.

They call up the teacher

and say, "Johnny will not be in for the next month.
in the hospital."

He has to be

His classmates make nice cards and send them

to the hospital and we post them on the windows.

They can't tell

any of those people their child has AIDS.

They can't tell their

teacher, they'll he scorned from school.

We have had times where

they shouldn't and can't even tell their sisters and formerly
best friends because of the profile this disease has.

That is

what I euphemistically call our hysteria; the profile that this
disease has.

Some of the stories of even best friends and

sisters and sisters-in-law are unbelievable.
In my 15 years as a pediatrician, I have never seen the
isolation that parents of children with AIDS have.
them to tell no one.

We advise

That is why such a large part of our budget

is social work and psychology and physician and nurse.

I am on

the other end of that phone with their questions 24 hours a day.
And so is my nurse.

So is the social worker.

They have to have

an adequate source of information from people they can trust.
They can't ask their best friends.
If vou here in the Legislature don't offer protections to
them, and by "them" I mean all groups that are at risk for
infection with the AIDS virus, I can't offer them education and
counseling and testing.

They won't accept it.
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I was asked to address a few things specifically about
children with AIDS and possible gaps in medical care.
first

is

alternat

A major

I found out, when I called one of the
test centers in Los Angeles, that under

state

program for alternative test centers, the state asked those
centers not to test chi
idea.

under 12.

This is probably a good

They are probably not well set up to test

to do counseling on

ldren.

, mostly

But there is nowhere under the

Roos, two years ago, bill that provides payment for either
confidential or anonymous testing for children.

That should be

added to Mr. Roos' 2650 pending now, to have, at least in the
large high-

sk counties, at least one childhood center

anonymous testing
CHAIRMAN TUCKER:

Assemblyman Bronzan.

ASSEMBLYMAN BRONZAN:

I am not sure I understood that.

Are you saying that the confidentiality provisions that we
currently have in state law do not apply to children?
DR. MUNDY:

No, no.

The provisions apply. I am just

saying that there are now in Los Angeles County either four or
five so-called alternative test sites.

The state asks all of

those test sites not to do, to test and draw blood, on children
under 12.

There is no place in Los Angeles County for a child to

get anonymous confidential testing.

You don't tell anybody.

told the Gay and Lesbian Center to tell them to call me and I
would pay for it under the grant.
ASSEMBLYMAN BRONZAN:

I 11nderstand.
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I

DR. MUNDY:

Children need education about the disease,

just as their adult parents do.

Massive education in the school

place is one of the best places to do it.
education only for the children.

But I am not talking

That is a marvelous place to

educate their teachers, whom we cannot assume are necessarily
educated about AIDS, and their parents.
education that have no stigma to them.
place to do that.

We need sites for
School is a marvelous

I don't know what percentage but a significant

percentage of our state are parents of children in school.
Adequate education at a school site, where they are not perceived
to be in a high-risk group, just because they go and hear
education about testing, would be a marvelous education site.
CHAIRMAN TUCKER:

Assemblyman Connelly.

ASSEMBLYMAN CONNELLY:
now are all voluntary?
parents.

The children's tests that you do

Is that correct?

Volunteered by the

Are there ever situations, for example, in a drug-using

mother who has a history of using heroin or what have you, where
we should coerce a test,

the test should be mandatory to

determine whether or not the child is infected?
benefit from that?

Is there any

I guess ••. is there any accelerated treatment

or anything that you gain that would be beneficial to that child
and are the rates high enough for those types of mothers that
that type of public policy makes sense?
DR. MUNDY:

I think there are many good reasons for a

child and the parents and the physician knowing whether that
child is infected or not.

Ones that I go through every day.

I

am put in the position as coordinator of this research study of

convincing parents that they should have testing on their child,
when, in general, I am not an advocate of testing.
One, I agree with testing in a research sense, not
necessarily for the same group in a nonresearch sense.

The

problems of forcing a parent to have testing really aren't there.
I can't see any need for that mandatory testing, because if you
mention to a parent that their child may be infected with the
AIDS virus, as opposed to just having got a transfusion and not
sick from it, parents don't resist that testing.
ASSEMBLYMAN CONNELLY:
DR. MUNDY:

Does that include even .•.

And I have seen a number of IV drug-using

mothers, even with IV drug-using mothers, yes.
ASSEMBLYMAN CONNELLY:

You haven't had an occasion where

for an IV drug user, for example, you've recommended the test and
the mother hasn't allowed that test to go forward?
DR. MUNDY:

No, no.

In fact most of them, and there are

times, especially on early newborns where it is conceivable that
the mother would be positive, the child would not be positive but
would later be positive, and also I've never had a mother, in any
way, resist testing on herself if it would tell us something
about her child.
ASSEMBLYMAN CONNELLY:
DR. MUNDY:

Thank you.

The best thing that could be done for

children who might have AIDS is to prevent AIDS infection in
those children, and this deals with education and counselling of
pregnant women and women of childbearing age.

I can tell you

that California will mirror New York as far as IV drug-use cases.
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The percentages are already increasing precipitously and I'm sure
others on the panel will address that.
This will hit particularly hard at minorities, and this is a
particularly hard group to assess counselling and education for.
AIDS should he discussed with every pregnant woman at the
earliest of her prenatal visits, and hopefully discussed with
every woman who is contemplating pregnancy.

One of the bills

that I think could be turned into a very good bill would he the
pregnancy testing bill, Mr. Doolittle's SB 1003, to mirror that
of the Alpha fetal protein bill.

You passed, a couple of years

ago, a bill that mandated that physicians before something like
the 14th week of pregnancy discuss and offer alpha fetal protein
testing.

That bill is going a long way to help prevent
le in children.

ifida and myelomen

It doesn't say that a woman has to

that a woman has to have
have

behind her back.

It s

you discuss the bill and of

s at ce

r it to her.

of assur

excel

desirably,

weeks of pregnancy
This

be an

woman who's seen

every

, more

prenatal course or

early

It doesn't say

AIDS and has the test of

a discuss

red,

not mandated.
ASSEMBLYMAN BRONZAN:

11, SB 1003, what does it

say now?
DR. MUNDY:
they refuse it.

It

s testing of

women unless

And as I understand it, it's been put over to a

two-year bill.
ASSEMBLYMAN BRONZAN:

We

t have that bill yet.

DR. MUNDY:
bill.

Right.

It's been put over to a two-year

But turned around it could be an excellent bill.

Finally, regarding treatment for children with AIDS, this is
a critically important area.

In California we should encourage

the Food and Drug Administration to begin pediatric trials.
Traditionally, the FDA has wanted drugs tried, tested, approved,
in adults before beginning pediatric trials.

As pediatric

immunologists across the country, we all agree this is not
acceptable for AIDS.

We cannot wait 10 years to have a good drug

to begin pediatric trials.

If the FDA doesn't want to begin

pediatric trials, the State of California should do it on their
own, as the State of California did in the landmark legislation
in 1983, which was providing research monies for patients with
AIDS before any other state provided such monies.
The most important thing you could do for children with AIDS
is to help remove the stigma and the discrimination against
patients with AIDS by removing the eyes of government from their
bloodstreams.
with AIDS.

Mandatory testing will in no way help children

I think that the best thing you could do, as far as

mandatory testing--as I have told you, you don't need to pass a
bill, you don't need to have the Governor sign a bill, all you
need to do is talk about a bill--is to write those protections in
stone and put them in the front steps of the Capitol.
Thank you, Mr. Chairman.
CHAIRMAN TUCKER:

Thank you very much.

Gessert.
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Dr. Charles

DR. CHARLES GESSERT:
the Univers

I'm Dr. Charles Gessert.

of California's area hea

I'm with

center

program, which is a statewide, federally funded program which is
intended to improve access to needed

lth care services around

the state.
I'd hope to draw the committee's attention to another aspect
of the AIDS epidemic today, and one that may serve as an
alternative area in which legislative authori t:v might get some of
the work done which is under consideration with either voluntarv
or obligatory testing, and that is to say the preparation of
health care professionals to be doing some of the same
identification of those who are at risk and those who are
infected.
Basically, I'd 1
members', attent

to bring the committee's, or the
to the current state of preparedness of

health care professionals in our state to be doing preventive
work in the AIDS epidemic.

I th

particularly upon the work of Dr.

that I'd 1
les

to draw
s of UCLA, who has

been published in the American Journal of Public Health and the
Western Journal of

ine, among others,

to tell the

members a little bit about what he has found in interviewing
physicians in California in regard to their current work with
AIDS prevention.

Dr. Lewis and

s colleagues interviewed 1,000

primary care health professionals throughout California,
physicians.

These were divided between the San Francisco, Los

Angeles areas, as the major urban areas

Another quarter of the

sample was drawn from other urban areas around the state, and

then the last part of the sample was from rural areas, so the
entire state was sampled.
Dr. Lewis's methodology drew upon interviewing each of these
physicians for 25 minutes.

The physicians knew they were being

interviewed about AIDS, so therefore, if anything, his results
were biased toward positive responses, because most people like
to look good when they answer a question.

The findings of Dr.

Lewis' study were rather disappointing, particularly from the
point of view of those of us who would like to see primary care
physicians active in the prevention of the spread of AIDS.

He

found that, and I'll give you a little list of findings here, but
the first is that 17 percent of physicians take no sexual
history, but more importantly, 48 percent of physicians take a
history which would not serve to identify patients at risk for
AIDS anyway, because they do not ask questions on sexual
orientation or other pertinent information.
Twenty-eight percent of the physicians interviewed had not
heard of pre-AIDS syndrome, or ARC, and another 27 percent had
heard of it but could only cite one or two or three of the
symptoms.

They couldn't cite the six or eight symptoms that we

heard listed earlier in testimony.
Only 16 percent of the physicians both knew about screening
tests and were able to reasonably discuss the false-positive
issue, which we have heard discussed today.
UNIDENTIFIED SPEAKER:
DR. GESSERT:

What percent?

Sixteen percent of the sampled physicians.

Eighteen percent of the sampled physicians knew, could identify,
no screeninq test.
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In the work-up of a hypothetical case, 44 percent of the
phys

ians interviewed did not seek appropriate information or

did not describe the physical examination which would he
appropriate for the symptoms which
hypothetical case.

were presented in the

Only 17 percent of the sample provided what

the interviewers regarded as an adequate history, physical, and
diaanosis.
We 1 ve heard some discussion about counselling.

The intervie\v

process that Dr. Lewis conducted also reviewed the counselling
practices of physicians.

He focused on the 654 physicians who

stated in the interview that they had AIDS patients or had
referred AIDS patients in the recent past.
CHAIRMAN TUCKER:

Doctor Felando has a question.

ASSEMBLYMAN FELANDO:
survey just the phys

When vou did this survey, did you

ians in California or was that throughout

the United States?
DR. GESSERT:

This was work by Dr. Charles Levlis of

UCLAi it was confined to Cali
ASSEMBLYMAN FELANDO:
DR

would

Cali

ia only?

GESSERT

Of the phys
fected

on

ians who
~0

ients,
any

be help

such counsell
of counselling wh
rcent of the phys

fied themselves as having HIVpercent

counselling that

1 to the patients, or were able to
As a matter of fact, some of the areas

were not 1
ians

to be he

, where 15

complete abstention from

sexual intercourse and another 8 percent or 9 percent recommended
changing of sexual or

Overall, in the review of the history taking, that is to say,
the risk assessment, and counselling, that is to say behavior
modification practices, Dr. Lewis identified a statistical
relationship between the degree of discomfort which the
physicians expressed with homosexuality and their degree of
unpreparedness to deal with AIDS.

That is to say that he

identified a statistical link between prejudice and incompetence.
CHAIRMAN TUCKER:

Members have asked that we do not have

demonstration in the committee hearing room.

Please refrain.

Sorry, Doctor.
DR. GESSERT:

Overall, these findings •.. I do not believe

these findings should be regarded as unexpected.

The AIDS

epidemic has emerged long after most physicians currently in
practice have completed their training, and training, I think,
for all of us has been very weak in the area of sexual history
taking and working with patients on sexual issues.

I think that

the particular aspects of patient care which Dr. Lewis was
examining are part of the basic habits of most physicians; in
other words, how they intervievr a patient and what counseling
skills they've developed over time.

To expect physicians to have

changed their basic habits in response to the AIDS epidemic would
be somewhat unrealistic.

However, I believe that these

statistics point to an excellent arena for the Legislature to use
its authority.
long way to

I believe that educational programs can go a very

i~proving

the performance of primary care physicians

in combating the spread of the AIDS epidemic.

In particular, I

think that the existing resource in this state, the primary care
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physician, which has been developed with great expense and effort
and with great support from the Legislature, can effectively be
turned to do much of what ,,,e have been discussing today in terms
of testing by having individual physicians better prepared to
work with their patients to identify their risk, to encourage
them to participate in voluntary testinq, and to have them alter
their behavior appropriately.
CHAIRMAN TUCKER:

Thank you.

Thank you.

ASSEMBLYMAN BRONZAN:

Mr. Bronzan.

Dr. Gessert, it's a bit

discouraging, what you tell us of this UCLA study?
DR. GESSERT:

UCLA, hut it's a statewide study.

ASSEMBLYMAN BRONZAN:

Did you say that the number, 16

percent, that I questioned you about, that was relative to the
number of physicians that ... what was that?
DR. GESSERT:

Dr. Lewis asked physicians whether they

knew about the T-cell test, the HIV antibody test, and whether
they knew about the problems of false
Each of these were specific

sitives.

stions.

In order to fall into

that 16 percent they had to know about either of the two blood
tests and about the question of fal
ASSEMBLYMAN BRONZAN:

Okav.

itives.
The discussion we had

earlier, which concerns us a great deal, about false positives,
automatic back up and so forth, I'm trying to figure out in my
own mind the implications of \'7hat you are telling us here.
A person can go to their doctor right now and say, "I'd like
to have the HIV test," right?

And that doctor either sends it to

a lab or just .... if the person is not overly concerned about
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confidentiality, the doctor can handle it right there, one way or
another.

Is that correct?
DR. GESSERT:

That's correct.

ASSEMBLYMAN BRONZAN:

Okay, so when that test comes

back, the doctor has in his hand ... what does he have in his hand?
The first result, or does he have the whole gamut, the backup.
DR. GESSERT:
question.

I think that's an extremely important

By the time you get a result from a laboratory it is

no longer a single, unconfirmed test at this point.

In other

words, the false-positivity rate, that is 90 percent for a lowrisk group that we discussed earlier, is the laboratory's first
test that is false-positive.

Nevertheless, what this study that

I'm reporting on revealed is that most primary physicians in
California would not be prepared to work with their patients on
understanding what a test result would mean.
ASSEMBLYMAN BRONZAN:

Okay, but before we get to that, I

just want to make sure I'm not misunderstanding this.

You, as a

physician •.• if one of your patients comes to you and asks you to
have a test done for them, the piece of paper that you get back
from the lab, that paper there, does that include the backup
tests?
DR. GESSERT:

Well, if it were my patient, I would

already have established with my laboratory that they do use the
backup, but I think that that's standard practice now.
ASSEMBLYMAN BRONZAN:

It would be more or less standard

practice for the lRbs?
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DR. GESSERT:

To do the secondary test if they find a

positive, yes.
DR. MUNDY:

If I could add the perspective of a large,

private hospital, you don't get another test unless you pay more
money, and unless you specifically request it, follow-up testing
is not done in most private labs.
ASSEMBLYMAN BRONZAN:

Do ne have a situation today where

a private citizen goes into their doctor and v1hat the doctor gets
back is the first test only?
DR. GESSERT:

Yes.

ASSEMBLYMAN BRONZAN:

And under that circumstance,

you're telling me that according to the UCLA study, only 16
percent know that could be a false-positive test?
DR. GESSERT:

Yes, and I'd like to also emphasize this,

I mentioned at the beginning of my testimony that this was a
self-reported capacity to interpret these tests, within the
context of a known AIDS survey.
ASSEMBLYMAN BRONZAN:

Nm·r, we passed a bill out of the

floor of the Assembly that 1 s in the Senate that allov1s a
physician to tell a spouse if there's the presence of the AIDS
antibody in that physician's patient if that physician believes
that the patient has refused to tell the spouse of the existence
of the antibody.

Is it reasonable to say that you could have

situations where the physician ordered the test, got only the
first test back, did not know much about the false-positive
situation and then could contact the spouse to tell the spouse,
wife, that her husband has AIDS when, in fact, it's a falsepositive?

Could that circumstance exist?
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DR. GESSERT:

Well,

~t

certainly could exist.

Of

course, what I'm arguing, what I'm hoping to put before the
members, is the better use of legislative authority and state
resources in helping to prepare our health professionals to be in
a position to avoid that situation.
ASSEMBLYMAN BRONZAN:

We have no law in the State of

California that requires the physician deal with the complete set
of tests and not just the first test, correct?
DR. GESSERT:

Correct.

ASSEMBLYMAN BRONZAN:

And we have ... tell me this.

Your

organization's involved with teacher's training, is that correct?
DR. GESSERT:

Training of health professionals.

ASSEMBLYMAN BRONZAN:
training and so on?

Health professionals?

Ongoing

Do we have any requirement whatsoever, in

medical schools, ongoing training of any kind to educate
physicians about these matters so that they know what they're
dealing with there?
DR. GESSERT:

No.

ASSEMBLYMAN BRONZAN:
DR. GESSERT:

None?

None.

ASSEMBLYMAN BRONZAN:

And

~o,

this situation that Dr.

Mundy described about his anxiety over making a mistake in the
way a situation was counseled with the patient was reflective of
a person who was very conscientious about wanted to know about it
and wanting to do it correctly, but you're saying that your
colleagues, a very high percentage, don't even know the basic
material ahout it in order to be able to counsel correctly if
they wanted to?

Am I stating that fairly?
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DR. GESSERT:

That is the ... those were the results of

the survey, that's correct.
ASSEMBLYMAN BRONZAN:
DR. MUNDY:

Thank you, Mr. Chairman.

One additional mistake I haven't made that I

dread, since I tell the parents two days later and I don't always
have the Western Blot back by that time, I have not yet told one
thev're positive when, in fact, they're negative.

That's going

to come and I really dread that day.
ASSEMBLYMAN BRONZAN:

My point is that most of your

colleagues aren't anywhere near as informed as the way I gather
you are on this issue.
DR. MUNDY:

As I said earlier, the people you've got

here, basically, do AIDS full time.

You've got people out there

that do it once everv one or two years.

It's not the thing they

know best.
ASSEMBLYMAN BRONZAN:

I'll just say, Mr. Chairman, I

don't think the public has any idea that this exists within the
medical community.
CHAIRMAN TUCKER:

The medical community has sponsored

that bill for doctors to tell the spouse of a positive test for
AIDS.

That's also a good bill for trial lawyers, because if they

gave information that it was a positive and, in fact, it came
back not positive, wow!

What a lawsuit!

Mr. Floyd.
ASSEMBLYMAN FLOYD:

You married guys have all the

problems in the world.
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DR. ASCHER:

May I add something to the historical

background for the issue of the confusion?

This testing started

in the blood bank environment, on an emergency basis, where the
tests were fairly primitive compared to the present state.
were two issues in addition:

There

there was some pressure to

discourage individuals to attend blood banks to be tested and
alternative test sites were developed, as you all know.
Now, the community standard of the blood bank, because the
tests weren't

good and because there was a bias against

telling people, had very little emphasis on proper confirmation.
They could throw out the blood and it really didn't matter.

And

that took the lead in the field, and it's only been later that
people have realized that in the community standard you should
not, as I would see it, if you have a bill that says that you
cannot give out an AIDS result you might want to say you cannot
give out an unconfirmed AIDS result.

That seems to be a missing

word.
If I can be more plain, let me know how.
CHA.IRMAN TUCKER:
ASSEMBLYMAN FLOYD:

Mr. Floyd.
Yeah.

First, Mr. Chairman, I hope

everybody recognizes the quality of the panel you have here.

I

think you and your staff should be really commended for putting
together this quality of experts, and I have one question for all
of the experts, and that is, do any of you favor forced testing
of mental patients, pregnant women, premarital couples,
prisoners, or prostitutes?

Mandatory testing in any of these

classifications, which are bills that we have before us?
favor that on this panel?
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Anybody

DR. MUNDY:

I am opposed on all counts, for one.

DR. MUNDY:

I have gone through each of these bills and

all of those specifics rather carefully.
all.

I could go through them

Marriage testing is one example; there will be 4.5 million

marriages in the United States next year, that's 9 million people
getting married, assuming 2 per marriage.
Just for the testing, if you threw out counseling and
anything else, that might be $90 million roughly, you might be a
few dollars off, iust for the testing, at a time when,
presumably, those people had already been sexually active.
Perhaps discussing it, what you really want to prevent is a child
getting infected if they've already been sexually active.

At the

time a woman and her husband were contemplating pregnancy, it
might be money well-spent.

The Center for Disease Control has

data on testing most of these groups that's identified on a
cost-per-case identification basis.
spent.

That is not our money best

If they were costless, perhaps that would be a good

issue.
One, brieflv, about the rapist testing:

what you were

talking about testing is the accused rapist, not the convicted
rapist.

There is no way that you will have the body of evidence

heard and the right rapist convicted and found by the time that
it does any good for the person who was raped.

You may say,

well, you're pretty sure you've got the guy and it's okay, you
can do it, hut if you got the wrong guy and you tested and he was
negative and you assured the woman who

~·as

raped that her raper

was negative and you were wrong, you may be reassuring her and
she may be infected.
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ASSEMBLYMAN FLOYD:

Thank you, doctor.

And that's the

big case on all these bills, all the mandatory this and that:
they're not based on medical, they're very political.

And that's

what we have to face, and I hope enough of us will face it, and
please, don't do that, but I hope enough of us will face it to
put these in the garbage can where they belong.
ASSEMBLYMAN BRONZAN:
by Dr. Gessert's comments,

Thank you.

Mr. Chairman, I'm reallv disturbed
rhaps more than the others, perhaps

because we rely so heavil" upon physicians in this society.

When

all else fails we hope that the doctor, at least, understands
what the heck is going on out there.
Now, as I understand it, and tell me,

of you who knmv

this, as I understand

, reading from the newspapers, there is a

great flood of people

the low-risk populations, heterosexuals,

who are runninq to get their blood tested because somebody had an
affair, or whatever

happens to he, and they want to make sure

that they're okay, and so thev go have their blood tested.

So

you've got this great surge of general folk who are getting their
blood tested because they're worried that, maybe, somehow,
somewhere, at some time, they were exposed to AIDS, and often if
they don't go to the alternative test site, vrhat they go to is
their own private physician even though they may not realize that
that's less confidential, on the whole, than going to a test
site, they feel a little bit more comfort going to their
physician, maybe, and they go there.

And what you're telling me

is that those people, which are the vast majority of folks that
are getting tested now, voluntarily, as I understand it, are
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going to physicians who may well not even know about false
positives, much less appropriate counseling and how to handle the
whole situation.

That is a very scary thing, and the ladies and

gentlemen from the press here, I don't know if I've ever seen
that in the paper.

I'm not sure I've ever seen any real,

thorough discussion about the issue of false-positives and how
informed the medical profession is and what it means for your
general readership

~1hen

they go to try to figure that out.

That's a very scary thing.
CHAIRMAN TUCKER:
little bit behind.

Thank you, Mr. Bronzan.

I thank you, gentlemen, for coming here.

You've been most informative.
attendance here.

We're a

We really appreciate your

However, I do intend to let everybody who has a

desire to sav something have an opportunity to do that.

I have

nothing to do tonight and I'll remain here until we have
completed this hearing.
Oh, oh, I '!as just told we only have the room until four.
have Germaine Maisonet.
or Canada.

I

He's got to be from Louisiana or France

Dr. Maisonet, am I pronouncing that correctly?

DR. GERMAINE MAISONET:
Maisonet, Jr.

My name is Germaine Victor

Would you like me to speak now, sir?

I am the

Medical Director of the Minoritv AIDS Project.
CHAIRMAN

TUCKER~

Excuse me, just a second.

Veronica Thompson, you may come up too.
DR. MAISONET:
AIDS Project.

Dr. Jordan,

Go right ahead, sir.

I am the Medical Director of the Minority

I am currently on the teaching staff of the L.A.

Mjssion College Department of Chemical Dependency Studies.
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I

have been a consultant to Surgeon General Everett Koop on HIV
infection in children and minority groups and I am currently the
physician for the Van Ness Recovery House, a recovery house for
gay and lesbian alcoholics.
What I'd like to do is just give a brief overview of AIDS in
the minority community, stating from the very beginning that,
when one speaks of AIDS in heterosexuals, one is speaking
predominantly of Blacks and Latinos.

First of all, 52 percent of

all cases of AIDS in women in the United States of America are
Black women, 25 percent of cases of AIDS in women in
States of America are in Latino women.

United

Therefore, approximate!"

80 percent of cases in women are in women of color.

Fifty-nine

percent of all cases of babies with AIDS in the United States of
America are Black babies.

Approximately 25 percent of

babie~

with AIDS in the United States of America are Latino babies.
In New York City, which is a city which we all look to
because we are frightened that it might take place here, in Los
Ange

s County or in San Francisco, 94 percent of all babies with

AIDS are children of color.

In Los Angeles County, 100 percent

of children with AIDS, most in the hospital settings are either
Black or Latino children.

There are one or two children who are

White who have been diagnosed with AIDS.
When we start looking at local statistics, 14 percent of all
cases of AIDS in Los Angeles County are in Blacks and 17 percent
are in Latinos.
they

Those statistics are expected to change, and

11 probably go higher.

There are several reasons for

this.
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First of all, I'd like to take the article that Assemblyman
Floyd referred to and I want to show you '\lhat a problem
our community.

is in

The issue is not only lack of in

s

also misinformation, there's disinformation, and there's
insensitivity.

In New York C

, the leading cause of

women between 25 and 34 years of age is AIDS.

of

To say

AIDS

is not a problem amongst heterosexuals, then, for me, triggers
off several questions in my mind.

Is the writer not aware of the

statistics in New York Citv, and if he is, that means that
there's a certain amount of insensitivity.

Are the people

are getting this disease, women between 25 and 34
women who would be considered nless than people"?

s of age,
And

I bring this up is I'm going to give you information.
pretty information.

It is not nice information.

reason
It is not

I'm here as a

consultant, and I f0el I'm here to give you information, so
please understand that if it's emotional-tinged,
it's that the information is that ugly.
say

's not that,

So for that wr

r to

AIDS is not a problem amongst heterosexuals is

~1rong.

AIDS has been a problem among heterosexuals since the
beginning, and I say this, and I do not mean this sarcas

lly;

I would like to approach that writer and ask him whether he has
ever seen bvo homosexual men have sex or two lesbians
and ever result in a pregnancy, and if we cannot say

sex
that is

true, then AIDS has been a problem from the very beginning since
there have been B

and Latino children with AIDS

beginning of this disease.
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very

To say that it is not a problem amongst heterosexuals is
wrong.

Bas

lly, the way I approach this disorder and any

information when I am a consultant that I am giving is, please,
the virus is not impressed with the human race.
legislation and information, educat

Unless

, and medical services

impress this virus, then we should move beyond our own fears or
misinformation and on to grounds which really provide us with
information which we can serve these communities.
Please understand that AIDS is taking place in communities
where there is an epidemic of drug addiction, there is an
epidemic of alcoholism, there is an epidemic of teenage
pregnancies and there is an epidemic of syphilis and gonorrhea.
There has been a 9n percent increase in the rate of syphilis and
gonorrhea in Los Ange

s County.

My fear is that since we know

that application of low risk guidelines will result in the
decrease in all venereal diseases, if they are applied, not only
will we s
tran

the transmission of the AIDS virus, we will s

ssion of all sexually transmitted diseases.

concerned, especially with minority groups?

the

Why am I

That 96 percent

increase disproportionately represents Black and Latino
heterosexuals, especially those in the reproductive years from 18
to 35 years of age.

One in every 3 cases of venereal disease in

Los Angeles County exists, or has been documented to exist, in
somebody who can probably come into my office.
Be

I continue, I am a Pediatric Hematologist, Oncologist,

and a Chemical Dependency Specialist so I have information about
the disease not only immunologicallv but also through chemical
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dependency.

I would like to run over these five questions that

were given to us as guidelines:
What groups need to be encouraged to undergo voluntary
testing?

I believe, if possible, IV drug addicts.

that we are sitting on a time bomb.

I believe

I believe that what happened

in New York City, where now approximately anywhere from 59 to 70
percent of all drug addicts are infected with the AIDS virus, it
is going to take place in Los Angeles in a matter of the next 5
to 6 years.

The informat

is not out there.

I would like to give you some other statistics, and that is
when the study was done by Dr. Dersherlay in New York City and
Dr. Friedman and they surveyed drug addicts, us

and nonus

The addicts who wanted more information than any others were
Black Black and Latino drug addicts.

The ones who were least

likely to get that information are Black and Latino drug addicts,
so there is a desire to have information on the part of these
patients, and I say patients because I do not consider chemical
dependency or alcoholism a crime; I consider it a disease.
Unfortunately, these patients are being treated as criminals.
And, in addition, the issue when we deal with drug addicts is
we have to deal with the issue of prostitution, which has been a
misguided issue.

The issue is not prostitution, the issue is

whether the person who is using sex is using it to obtain drugs,
is using it to obtain money to obtain drugs, or whether the
person is a worker in the sexual industry.

People who are

workers in the sexual industry 1vho are not IV drug addicts do not
have any higher incidence of seropositivity than the general

population, and in Nevada at the Mustang bordello it was seen
that the prostitutes there had a lower seropositivity rate than
the average housewi

in Reno, Nevada.

Their seropos

ivity rate

and sera-prevalence rate was zero.
Now, in reference to what are the obstacles to persuading
such persons to seek testing:

first of all, I think that one of

the problems that we have is that our physicians are not
adequately trained.

As a physician, the two areas I was least

educated in in medical school and even outside of medical school
was chemical dependency and IV drug abuse, and the second one was
sex and sexually transmitted diseases.

If you look at the people

who are least likely to be accepted into the practice of be

a

physician you will take into consideration a person who cannot
pay their bills, secondly, a person who has a poor rate of
compliance, and thirdly, a patient who is a poor or inadequate
historian.

And when you look at an IV drug addict, especially

one who is Black or Latino, that is exactly what you

They

have less access to medical care, although many of my patients
are indigent.

And by the way, the diagnosis of AIDS in the Black

or Latino is usually synonymous with indigence, that within five
or six months immediately after that, immediately means if a
patient is also chemically dependent although they can get on
Medi-Cal.

Medi-Cal and Medicare do not cover for chemical

dependency treatment, so for us to say for these people should
come in and be treated because we have something to give them
really, is not true.
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And the other thing is if a person who has AIDS has a
diagnosis of indigence made and they are going to be poor and
they are not going to get adequate medical care, how can I, in
turn, as a physician, say, "I want you to come in and get
treatment, although you are going to be poor, when you can be out
on the street using and prostituting making $5,000 to $6,000 a
dav."

What do I have to offer them to divert them?

I have

absolutely nothing.
One of the reasons I think the problem is as bad as it is,
and will continue to be as bad as it is, is there is absolutely
no leadership.

No physician in this country knows exactly where

we are going with this disease because no physicians can walk
into their office tomorrow morning and say, "This is what the
Surgeon General wants us to do.
us to do.

This is what the President wants

This is what the Governor wants us to do.

the Assembly wants us to do."

This what

Nobody is willing to undertake the

de•relopment of a comprehensive five-year plan to address this
disease.
phys

And so for, yes, I will take responsibility as a

ian that perhaps I have not adequately addressed the

problem although I am involved full-time with the delivery of
health care to people with AIDS, especially IV drug addicts and
prostitutes and the homeless, but to say that it's

the

physician's fault and the fault of the medical profession really
is not true.
We cannot provide services when the money is not there.

We

cannot provide services when we're not being educated, and this
is especial

true in Black and Latino communities.
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There is a

stigma to AIDS.

AIDS was first identified as a gay

sease.

There's nothing wrong with being gay, but in the Black and Latino
it's better to be known as ... and I'll tell

commun

s,

many of my gay patients tell their parents, vrhen they have the
diagnosis, "I got it through IV drug use."

They're more like

to be kept

the family if they're an IV drug user

they're gay.

I can tell you that I can tell where my Black and

Latino pat

s are on the ward as opposed to my White

I don't even have to look at the charts.
hall

I just

Those ''1ho have visitors are White.

abandoned

if

down the
been

Those who

family are usually Black and Latino.
CHAIRMAN TUCKER:

Thank you very much.

Doctor, Mr.

Bronzan has a question for you.
ASSEMBLYMAN BRONZAN:
this and I did not hear

Dr. Maisonet, perhaps you said
From your knowledqe, of

patients who have the AIDS virus who are Latino and Black, what
percent of them are intravenous drug users
DR. MAISONET:
percentages,

I don't have it broken down

I can tell you that if they're heterosexual ...

heterosexuals? ... okay, I would say it's about 60 percent.
reason is I also

the spouse of the IV drug abuser,

often, not necessarily an IV drug user.
drug user,
user.

An IV

The

is less likely to

If the rna

is an IV

a wife who's an IV drug

ing woman is more likely to have a husband

who's also an IV drug user.
ASSEMBLYMAN BRONZAN:
correcting my question.

Okay, then, let me thank

The question should he, of the
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~rou

for

heterosexual Black and Latino population that tests truly
positive for AIDS, what percent are intravenous drug users or
related to intravenous drug users?

How much of it is based,

really, around that?
DR. MAISONET:

Let ne define that it's kind of

understood that I'm one of the physicians that takes care of IV
drug addicts with AIDS, so I have a distorted population.

One

hundred percent of my patients would be affected in that.
Now, in women with AIDS, by the way, in Los Angeles County,
approximately 88 percent of the cases are traceable to IV drug
use.

The:1 are either drug abusers themselves or they are the

spouse of an IV drug abuser.
ASSEMBLYMAN BRONZAN:
is a lot more difficult one.

Okay, the second question I have
It's my .•. I also used to work in an

alcoholism, substance abuse program before ..• life before politics
for me, and it

"~.'las

my feeling then that that's one of the most

difficult things to break, under any circumstances.
very, very hard cycle.
difficult.

It's just a

Not impossible, it's possible, but very

And it's my understanding from reading the accounts

in the press, and by the way, I made a comment about the press
before.

On the whole, the press has done a superb job, I think,

in bringing a lot of information to the public about this
disease.

They've done a terrific job.

But what I read relative

to this issue, the general understanding that comes through, is
that this is also

most difficult nut to crack, in terms of

changing behavior, is the AIDS patient who is the intravenous
drug user, changing the drug behavior that's at the center.
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Can you tell us a little bit about that?
do you recommend?
to

Specifically, what

If you could have us do Hhatever we could do

that process

terms of controlling AIDS, what

would you have us do?
DR. MAISONET:

Let me say, and I know this

the face of a lot of statistics that have been
my IV drug addicts want the

formation.

fly in

sented before,

They may not be a

of dying of an overdose of heroin, but for some reason

id

and I

don't know why, but thank God they do, they are afraid of dying
of AIDS

ause they feel that they are treated better as an IV

drug user than they are treated as someone with AIDS.
Let me suggest some things.

The minority AIDS project, as

its medical director, I've undertaken a project now through a
grant through the state where I will reach 50 percent of all
chemical dependency counsellors whether they are in training or
whether they are in recovery houses, and the reason is I've been
in the field a long time and a lot of my patients are now the
counsPllors in

se areas, and I

11 reach 50 percent of all

the counselors in the Los Angeles County area.

I will try to

reach 100 percent of all the counsellors in Watts,
and in the

Hond0 area, Black and Latino areas.

three-hour course.

resource person
What
wishes.

This is a

After taking this three-hour course, I will

then select three people from
in training the tra

East L.A.,

recovery house and train them

program.

Therefore, there

11 be a

all the time.

s has done basically is comply \vith the community's
The community, you must understand when dealing with
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drug abuse in the Black and Latino community, they do not want
methadone.

Please get that straight from the very beginning.

What they want is drug-free treatment.

They do not want to go

from alcohol and cocaine and heroine, which is that common
combination, to methadone because they are not supported anymore
in the community \..;hen they are on methadone.
by training all of these counsellors is,

What this nill do,

hopefull~',

de-escalating

the staff and opening slots in recovery homes, which are
drug-free recovery homes for people who are HIV positive, ARC,
and have AIDS, therefore complying with the community's v.lishes
and also saving an incredible amount of money.

These drug

programs which you see advertised on television, the third-party
pa:ment programs, none of my patients when they wind up getting
the diagnosis of AIDS wind up having third-party payment.
talking about indigency.

We're

Mv patients do not have a three- to

four-year work history where they have been on a job long enough
to have Blue Shield or Blue Cross, and that's the complication.
It isn't just AIDS.

AIDS is the bull's-eve.

All of the

other epidemics that are qoing on are concentric circles, and of
course the one thing which ue're most concerned about in the
Black and Latino community is the disproportionate increase in
venereal disease, and it is among the 18- to 25-year olds.

Where

are our doctors, teachers, nurses, where are all of our young
persons going to?

They 1 re going to be hit by this disease.

Please understand that in Newark, New Jersey, one out of
every three hospital beds in the county system is taken up by a
person with AIDS.

This does not include the patients with ARC.
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This does not include the patients with AIDS brain disease.

This

does not rule out that all of the other •.• there are still
muggings, shootings, heart attacks, diabetes, SicklA Cell crises,
and strokes going on.

One out of every three patients in Newark,

New Jersey's public hospitals is a person with AIDS.

They are on

Medi-Cal, and Los Angeles is going to be hit even harder.
My undocumented patients don't have anywhere to go to.

If it

weren't for Reverend Bean in Los Angeles, they'd have no place to
go to.

We have a bed for the homeless--six beds, okay?

We have

people there who would be out on the street, and we have found
some of them out on the street sleeping in a cardboard box.
was home.

That

They have tuberculosis, or they have Kaposi's Sarcoma.

They are partially blind in one eye, and they're discharged from
facilities.
We have one patient who came in who was infected.
was infected.
go.

They were both from Mexico.

His wife

They had no place to

He was in the office, and I told him, you know, I asked him,

"How does

feel, sir?

I'm sorry, but I'd like to know how you

feel, no-v1 knowing that you have AIDS.
office.

11

The man broke down in my

He was in a facility for 45 days, treated for

Pneumocystis Carinii Pneumonia, and nobody had told him he had
AIDS.
s is exactly what we face in the Black and Latino
community.
information.

The community, by the way, is interested in
I cannot keep up with the speaking engagements that

the Black and Latino community want.

I cannot keep up with them.

The reason is the funding is not getting to those organizations.
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It is impossible for other organizations which are larger, and
I'm not questioning their ethics, and I'm not questioning their
altruism.

It is impossible for them to penetrate the community.

It has to come from within the community.

The community has a

bad taste in its mouth from the poverty programs where

saw

other agencies come in, take the money, and leave.
I could address the anti-drug abuse issue if you want me to,
because that's my area of expertise.
CHAIFMAN TUCKER:

Dr. Felando?

ASSEMBLYMAN FELANDO:

I'd like to go back to this

illegal alien that you were talking about.

How did you find out

he had AIDS without his consent for the test?
DR.

~ffiiSONET:

I didn't find it out without his consent.

He was sent to us by his social worker, and it's understood that
for us to give support to the person, which meant that we were
going to

s light bill, his phone bill, his water bill, his

rent and his
AIDS made.
small

bills that he'd have to have the diagnosis of
At the hospital he had to sign consent to have ..• a

llow sheet, the discharge planning sheet sent to us.
CHAIRMAN TUCKER:

Dr. Jordan.

Okay, thank you so much, Doctor.

Is Dr. Jordan here?

How about Jerome Lackner?

How about Veronica Thompson?

Dr. Lackner?

While Dr. Lackner is getting ready, I'd like to have Steven
Schulte, Michael Weinstein, and John Mortimer come and just sit
up here,

se they're goinq to testify next.

you ready?
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Dr. Lackner, are

DR. JEROME LACKNER:

Yes.

My name is Jerome Lackner.

I

am currently a private practitioner and primary care in internal
medicine in the midtown area of Sacramento, and I'd like to speak
to a very limited area of this large and complex problem.
In the midtown area I take care of a cross section of
patients who live in that area and also who come from surrounding
areas in the Sacramento area.

I take care of a number of people

who are employed as prostitutes.

I've encouraged them, and was

successful in getting most of them to carry and use condoms until
it was pointed out to me that the police department in many
California cities, including Sacramento, use the possession of a
condom as part of the evidence to prove that one was on the
street for the purposes of engaging in prostitution.

The result,

therefore, has been that my patients are now disposing of their
condoms and are not carrying or possessing them.
It doesn't seem sensible 'vhen physicians and, indeed, the
county health clinics are passing out condoms to these patients
and the police are using them as evidence for a crime.
the past

Prior to

my patients never, who engaged in this profession,

never carried condoms because it interfered with their business,
and police were well able to arrest them, usually because they
end up soliciting an undercover vice squad officer.

This is an

unnecessary portion of the evidence that is needed to prove
prostitution.

I would think that the public health aspects of

the use or possession of condoms far outweigh the evidentiary
necessity for the police to prove the breaking of the law.
would like to see somehow amended into one of these bills
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I

something to change the evidence code to state that for the
purposes of proving the crime of pros itution, the possession of
a condom, per se, is not admissible.

I think it would help a

great deal in the public health aspects.

I'm not going to ... I

know you have a long agenda •..
CHAIRMAN TUCKER:
DR. LACKNER:

Give me that one again.

I would like to say that, for the purposes

of proving the crime of prostitution, possession of a condom, per
se, is not admissible as evidence.
CHAIRMAN TUCKER:
DR. LACKNER:

Has that ever been used as evidence?

Yes.

CHAIRMAN TUCKER:

They are using .••
The simple possession of a condom is

evidence that you are engaging in the act of prostitution?
DR. LACKNER:

Yes, it's part of the picture that the

police use as evidence and it is admitted in court with other
evidence.

But it's such a small fraction of the evidence that it

doesn't seem very helpful or necessary to law enforcement.
the other hand

On

's greatly important to public health that we

encourage people who engage in high-risk sexual behavior to use
condoms.
CHAIP~N

TUCKER:

Suppose a male is arrested out there

with a pocketful of condoms.

What happens?

Is it presumed that

he's acting as a male prostitute, or what?
DR. LACKNER:
I don't know.

That he's looking to solicit a prostitute?

I am not certain.

from male patients.

I have not had any complaints

I have had complaints from woman patients

when I've talked to them again about carrying condoms and they
tell me that they can no longer do it because ...
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CHAIRMAN TUCKER:
DR. LACKNER:

They will no longer carry a condom?

They will no longer carry them because

that's used, in part, as evidence for the fact that they're there
to engage in prostitution.
CHAIRMAN TUCKER:

Well, I'm not an attorney, but I think

that'd be damned poor evidence to convict a person for
prostitution, simply because they have a condom in their
possession.
DR. LACKNER:

It is a great discouragement to women who

are there for that purpose to carry them, and I think it's
important for these people ...
CHAIRMAN TUCKER:
DR. LACKNER:

Thev give them away on street corners.

Right.

ASSEMBLYMAN BRONZAN:
is ...

The point I believe he's making

Sir, you're saying, this is the first I've heard this, but

you're saying that because it can be used as one of the many
elements of evidence against a prostitute, prostitutes would
rather eliminate that as one of the things that can be used
against them and protect themselves from a bust ,,,hen they're
prostituting.

And the point you're making is that's not good

because you want them to have condoms.
DR. LACKNER:

That's right.

uppermost in their minds.

There are tHo things

Number one, to earn the money that

they intend to do.

And the second thing is to avoid arrest.

Those are primary.

Way further down on their list of priorities

is the issue of public health, and yet they've been very
reasonable when there was no disincentive for them to utilize or
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carry these; in fact, the initial acceptance by prostitutes of
condoms was surprising.
ASSEMBLYMAN BRONZAN:

Dr. Lackner, on the point of

prostitutes, may I ask you a question?
could answer it.

If you don't know, anyone

Does a prostitute who is not an intravenous

drug user or have a relationship with an intravenous drug user,
have a higher incidence of AIDS antibody than ...
DR. LACKNER:

I think the studies are conflicting and

not totally complete yet, hut Dr. Maisonet said that they were
not, unless they are related to intravenous drug users.

The

problem is that so many prostitutes either are intravenous drug
users themselves or who have significant others who are
intravenous drug users that it's difficult to tell.

I think the

studies, as yet, are not complete, but I do know that regardless
of what the answer will be, it is important for people who engage
in high risk behavior, either for profit or for pleasure, to
utilize condoms.
I don't want to repeat all of the things that Dr. Maisonet
said, but from my limited experience, which is much less than
his, I would concur with what he said.

I would like to also

point out that secondary prevention of drug abuse is primary
prevention of AIDS; that is, if we can get drug abusers to quit
using, and this is not a dismal disease in my practice.

I don't

think we should take a pessimistic attitude toward it.

As far as

I'm concerned

alcoholism and drug dependency are the only

arrestable chronic diseases there are.

All of the other chronic

disease--hypertension and rheumatoid arthritis, diabetes--
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progress inexorably, no matter what we do for them all we do is
slow them down, but when we get a drug abuser and alcoholic to
stop using the substance, we put the disease at rest.

And

furthermore, if we can get them to go into one of the free
12-step programs that are out there for them in great number,
they have a better life than they ever would have had had they
not had the disease to begin with.

So I take an optimistic view

rather than a pessimistic view of drug abuse.

Most of the drug

abusers in my practice get well and are in recovery.

By far most

of them.
I did want to talk about the business with the evidence code.
I know that some police departments, such as San Francisco, have
elected voluntarily not to use the possession of a condom as
evidence for prostitution, but I would like to see a state ..• an
amendment to the evidence code so that it's not admissible.
CHAIRMAN TUCKER:
DR. LACKNER:

Thank you very much, Dr. Lackner.

Ir's a simple, noncostly method.

A free

to impede the transmission of AIDS into the heterosexual
community.
CHAIRMAN TUCKER:
MR. STEVE SCHULTE:
Steve Schulte.

Thank you, sir.

Mr. Schulte?

Thank you, Mr. Chairman.

My name is

I'm a city councilman in West Hollyvmod, and I

appreciate the opportunity to be able to talk before you today
very briefly.

What I want to focus on is the possibility of

creating programs that respond positively to the AIDS crisis.
th

I

that West Hollywood and, particularly, San Francisco and

some other local jurisdictions around the state have begun to do

-65-

that in conjunction with measures that you've presented here in
Sacramento, and I'd like to say at the outset that I think those
are measures which recognize the seriousness of the disease, that
work to protect the uninfected in very effective means, and
maintain basic civil liberties at the same time.
Let me give you a thumbnail sketch of what '!tle've done in the
City of West Hollywood to try to respond.

We're in Los Angeles

County, of course, and we support four local agencies that work
in the treatment and care of persons with AIDS and their
families.

We contribute about $400,000 a year from our roughly

c1.9 million social services budget, so we're putting a healthy

amount into AIDS.

Of those four agencies, together they are

seeing some 500-plus individual clients at any one time, so it's
a great portion of the people in Los Angeles County who, in fact,
have been infected with the virus.

This is in the Hollywood,

West Hollywood, Wilshire quarter of the Los Angeles County Health
Department.
We

worked to provide education, generally.

AIDS Educat

We have an

Month with several of the cities in the county,

once a

We've worked with our employees and the local union

in City Hall a

me to, in fact, extend benefits to employees

with AIDS and to do basic education for our city hall employees,
because

vJe

that we really had to deal very realistically

with the fear of AIDS vli thin our city hall staff, Hhere we have
had at

t two cases of AIDS thus far.

We've extended those

benefits, the personnel benefits, to last for a year on the
incidence of illness, to try to cover people who, in fact, are
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faced with a very dire situation as employees, or as former
employees.
We support a lobbyist in Sacramento to try to put our best
word forward on legislation that we think is positive in terms of
truly dealing with this crisis.

We have a nondiscrimination

ordinance that we've found it necessary to fashion so that people
who have AIDS are not discriminated against in housing, and the
provision of governmental services and local businesses.

There

are a few cities in the state which have begun to pass such
ordinances, but we've found it a great help in terms of educating
the local population, as well as trying to give support to the
agenc

s that are working in the f

ld of AIDS.

And we recentlv

passed a business license ordinance which required our adult
entertainment businesses to provide educational materials to all
of their clients.
So I th
to

that we've tried to do quite a bit, and I'm trying

strate to you

extent to which local commun

ies can

get involved in trying to work to combat this crisis in a fairly
s

ive

But the local communities need support, and there

are a number of >Tays which I would just like to list quickly.

We

clearly need more support for educational efforts among a few
speci
speci

groups.

The population in general, of course, hut

ly adolescents, women, people of color as you heard

here today, and IV drug users need more focused efforts, in terms
of
to

to warn them of the dangers of the AIDS crisis and
to really make an impact in terms of their behavior.

We

need to support Medicaid waiver for home health care and hospice
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care.

You're going to hear more about that this afternoon from

tvvo speakers to follow me, but clearly, in terms of providing
housing, there are a number of persons with AIDS Hho are
homeless.

We count that there are at least 200 people in Los

les County with AIDS who are in need of emergency housing and
we need to find a way to provide those people with an affordable
means to have decent care.
There needs to be, it seems to me, from our experience, some
standards set, and there's some legislation to suggest this, at
least the beginning of it; it's some legislation before you to
set standards

home health care and hospice care in the state.

standards

in our view, currently do not exist, and it

complicates the reimbursement mechanisms for such care, which
I'll suggest in a minute and you're going to hear more about this
a

, drastically cut the cost of health care to persons
th AIDS, as opposed to hospitalization.
1

sl
s

, I suggest that we need to support the Roos

and expand that to create more alternative test

s.

It's a very positive step, it seems to us, to provide

tes

people who want to be tested and who are prepared to,
th counselling, appropriate counselling, who are prepared

to f

out what their health status is and we need in all these

measures, it seems to me, to keep confidentiality intact.
ci

s t
or e
Let
you.

Our

to make that stand very clear throughout the last
t

that we've been dealing with th

suggest seven standards which I would be glad to share
Test

should be anonymous and confidential.
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Testing

should be nondiscriminatory; it should be voluntary.

There

should be counselling provided as an integral part of any testing
that happens.

Individuals may take the test only a

pretest

screening and counselling and completion of an in
form that's provided to them.

consent

Counselling and testing should be

universally available, and a testing program, which can be very
expensive, not only should not be mandatory but it should in no
way adverse

impact the funding of other AIDS related activities

such as health care, education, research, and drug trials.

So

those are seven standards which we feel, as a city, should be put
forward of any consideration of testing in terms of keeping
confidentiality intact.
I ''ant to say very forthrightly that we have great problems
and have gone on record opposing all of the Doolittle
slation.

Specifically, I'd like to focus on 1000, 1003,

1006, and 1007, which, it seems to me, if enacted obliterate the
of confidentiality.

I think it's

sugge

by

that there are real issues there that can be
dea

with in more constructive ways and we'd be interested in

seeing that happen but as they presently stand, those bills are
destruct
On
Senator

in our view.
other hand, you have before you SB 136, SB 309,
's bill, SB 935, and SB 1323, by Roberti, which I

understand has been held over, but those are examples of bills
, strengthen the positive and effective program of
AIDS

State of California and we'd urge your support on

those.
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You put before me some prepared questions for our city's
response, and let me just run through them very quickly.

In

terms of unmet needs, I can think at this point of two more
important needs than strengthening the educational efforts, as I
said, and to make some provision for home health care and hospice
care.

That really needs to happen in this state.

It's beyond

the time when those programs are necessary and local communities
are heing hurt because of the shortage of housing in cases like
West Hollvwood anyway, and because of the great difficulty of
people with AIDS to be able to afford such care, and clearly the
counties are already strapped.

I'm sure that's not news to you.

They are already strapped in terms of providing such care and
hospitalization is the most expensive way to go.
There are identifiable segments that I suggest need more
attention.

I'ue already listed those.

I won't repeat them.

There needs to be more emphasis on voluntary testing, and I think
that,

ust to make a point here, the cost of health care, which

you asked us to comment on, the costs are relatively $100 a day
versus $1,000 a day in Los Angeles County alone for home health
care versus hospitalization.

It's now easy to see how local

government is going to be overburdened very quickly if the
current figures and projections on AIDS cases carry out into the
1990s.
I'd point out that a very good model is in San Francisco
, again, I think you're going to hear more about in terms of
home health care and hospice care, a good model to begin to
follow.
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In terms of the workplace, benefits need to be clarified.
People need to know where they stand, and a lot of private
organizations and companies, ATfT and Levi-Strauss, Interstate, a
number of corporations around the state have worked to make
education available to their employees.

They've worked to make

it clear that they have an AIDS policy.

They have worked to

educate all their managers and employees.

These efforts need to

be strengthened and supported at the state level, and I think
that we need to make it clear that we are responding in a way
that addresses people's real fears about this disease.
So, what I've tried to say throughout this is it seems to me
that you have measures before you that are both positive and
negative, and that's an editorial comment but you invited me to
talk before you today.
that.

I've tried to be very specific about

But I also think that I Fant to congratulate you on the

efforts that you've been trying to win through these very
difficult issues, because I think the state has the chance to
fashion a very positive program, one that's really effective in
fighting the AIDS crisis.

We want to see that, we want to be

supportive of that, and I think that's
California deserve.

,~at

the people of

Thank you very much.

CHAIRMAN TUCKER:

Thank you very much, Mr. Schulte.

Michael Weinstein?
MR. MICHAEL V.JEINSTEIN:

I was accompanied to Sacramento

today by a representative ...
CHAIRMAN TUCKER:
represent?

\'Vould you give your name and who you

We're taping.
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MR. WEINSTEIN:

Yes, I'm Michael Weinstein and I'm with

the Los Angeles Hospice Committee.

I was accompanied today to

Sacramento by a mother of an AIDS patient, representing the
mothers of AIDS patients, and I would appreciate if the
committee, if I can ask the committee's indulgence, if she might
have a couple of minutes of my time to address the committee at
the end of my remarks.
First of all, I'd like to say that during the course of these
hearings, approximately 200 people in the United States were
infected with the AIDS virus, and approximately 50 people in the
State of California.

We are dealing, in terms of these bills,

with the elephant and the flea.

We have the elephants, which are

the people who have not recei,red the education, people who are
AIDS patients who are living homeless in Los Angeles, San
Francisco, and other cities.

We have enormous unmet needs of

persons with AIDS in counselling and other areas, and then we
have the flea, which are the few cases of irresponsibility of
people who are, through either the fact that they are desperate,
have no place to go but out on the streets, etc., and do perform
desperate acts, because after all, a person doesn't sell blood on
Skid Row for $8 if they have someplace to go, and in order to
deal with the flea, we're proposing to use a shotgun.

I think

that until we have responsibly dealt with the needs of the major
problems we should be addressing that.

And, also, we got into an

interesting dialogue about the various hypotheticals, and
meanwhile weren't dealing with the real, concrete realities,
which are that there is no safety net of any kind under a person
with AIDS in the State of California.
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The unmet needs, or basically the two largest unmet needs, as
I see them, for the person with AIDS are care and housing.

Aside

from outpatient care and treatment in hospitals and actual
inpatient care, we have nothing else availahle in Los Angeles
Countv.

There's no hospice program, there's no horne care

program, there are no nursing homes that will accept persons with
AIDS, there is nothing whatsoever in Los Angeles County to deal
with that.
I think that the focus, one of the most important focuses we
have to get to is the issue of hospice.
licensed in the State of California.

First of all, it is not

A bill was passed three

years ago which would have licensed it and was vetoed by the
Governor.

Both Houses of the Legislature passed it.

It is

imperative that that legislation be reintroduced and passed, and
if the Governor is not willing to sign it, it should be put on
the ballot at the same time as the LaRouche Initiative so we have
somethinq positive to offer the people of California rather than
to fight, once again, to basically hold the ground where we are
no~.

I want to talk a little bit about, first of all, a situation
in Los Angeles and then compare that to the situation in San
Francisco.

People in Los Angeles are hospitalized 40 percent

longer than in San Francisco.

The average cost of care in Los

Angeles is $58,000 versus $33,000 in San Francisco, and what is
the difference?

The difference is the coming-home hospice in San

Francisco which treats 50 percent of all the patients in San
Francisco.

Ninety percent of those patients who are cared for in
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that program die at home or in the hospice residence, the cominghome hospice residence.

The average cost of care for the last

six months of life is $6,000.

That's six days in a county

hospital as against six months of care and, in general, what you
can say about San Francisco that you could not say for any other
city or county in California is that they have a handle on care.
Here is the city which has a three times higher per capita rate
of AIDS than Los Angeles, yet you have the feeling in a sense
that thev have that handle on the care.

We don't have that in

Los Angeles, and every time we go to the county board of
supervisors to get this type of program, they say, "Go to the
state."

To a certain degree that's passing the buck, but to a

certain degree it's not.
We're moving too slowly on Medi-Cal reimbursement for
hospice.
home care.

We're moving too slowly on Medicare reimbursement for
We haven't moved at all on the issue of licensing,

and what is so critical about the issue of licensing is that
until we legitimize hospice in California, we say that it is an
acceptable and vital part of the continuum of care, then we will
not get the reimbursement, we will not get the programs we need,
and we will have homeless persons with AIDS.
The other crisis point in the person with AIDS life is the
point of diagnosis.

We now have a situation in which almost 50

percent of persons with AIDS become medically indigent and are
dependent upon the state for medical care and ultimately upon
social security, disability, for their income.

That, in many

many cases, the person with AIDS dies before they ever see the
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first check.
months.

It is not at all uncommon for it to take six

Now, the state has to play a role either in pushing the

federal government, pushing its own bureaucracy to speed that up,
or else we have to have another program that intercedes between
the point of diagnosis and the point of the first benefits coming
into play.
In general, I nould say to those of you who want to oppose
these Draconian measures that are being proposed by Senator
Doolittle, and once again in June 11hen we have to face the
LaRouche initiative, that the political alternative to those
types of measure is care, is a positive program of care in
California, and we don't have it yet.
I just wanted to say a little bit about what the magnitude of
the need in Los Angeles is.

There'll be 8,800 people living

wi~h

AIDS in Los Angeles in 1991, which is four years from now, and in
terms of public health planning, people know that's like
tomorrow.

We, today, need 200 hospice beds in Los Angeles, of

which we have none.

By 1991 we'll need 800 hospice beds.

We

need 400 home health care places for 400 people to be cared for
at home and 1,600 by 1991.

The time to act is now.

dealing with the flea, let's deal with the elephant.

Instead of
Let's deal

with the incredible unmet needs.
CHAIRMAN TUCKER:

Thank you, Mr. Weinstein.

John

Mortimer?
Well, I want to hear from John Mortimer.

If we have any

time, we'll get to those people who are not on the agenda.
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First of all, I want to hear those people who are on the
agenda.
MR. JOHN MORTIMER:

I'm John Mortimer, AIDS Project, Los

Angeles, and given the fact that we're running out of time I'll
make my remarks brief here.
First of all the AIDS Project in Los Angeles is a private,
nonprofit agency providing services to 1200 persons with AIDS and
ARC in L.A. County.

We provide food, temporary shelter, mental

health, dental clinic, case management, home health care, and a
home health care and hospice demonstration project.
First, I want to thank you all for voting for Assembly Bill
816.

That was a bill authored by Vasconcellos which required the

Department of Health Services to apply for a Medi-Cal waiver for
home and coromunity-based services for persons with AIDS and ARC.
In response to the bipartisan support for that bill the
Department of Health Services is proceeding with their
application, and today they told me they'll have a draft into
HFCA on September 1st and they'll also provide an opportunity for
community review of the waiver proposal and on October 1st
thPy'll submit the waiver, itself.
I think, right now, in terms of care issues, we're facing a
unique opportunity for the Legislature, the administration, and
service providers to come together and come up with some real
positive solutions that 'Hill not only enhance human lives, but
offer the potential for cost-savings.

As has been referred to

before, home health care is much cheaper than hospital care, and
I have a little different figure, but $71 a day for home health
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care in our study versus $963 a day for hospital care, but home
health care, which is going to be addressed by waiver, is only
one part of the continuum of care options that a person with AIDS
or ARC needs.

Other types of care, like hospice care, skilled

nursing facilities and residential care facilities, if they were
more accessible, those also would reduce unnecessary
hospitalization and potentially save money.

In an effort to

increase appropriate care and maintain a cooperative approach to
inpatient care, eight care providers, these are people who work
in the trenches in AIDS, and two representatives from L.A. and
San Francisco County Health Department and four members of the
Deukmejian administration, including a representative from
Secretary Allenby's office, representatives from Medi-Cal and the
Office of AIDS had a series of meetings for two and half days at
the end of Jnly.

What we did was have a dialogue to see if we

could come up by consensus with recommendations that would
improve access to care for persons with AIDS, also as a way to
try to keep the care issue from becoming as politicized as the
testing issue and education has become.

We will be releasing our

recommendations in four weeks.
I think what is real important is that one thing the
Legislature can do is really promote a dialogue between care
providers, especially care providers who provide services to
minority communities and IV drug users, the administration and
the Legislature itself.

In that dialogue, because we're dealing

with alternatives which save money and alternatives which improve
the quality of life, I

~elieve

we can come up with some changes
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in Medi-Cal and changes that won't cost any more money, may save
money.

They will be changes that really benefit persons with

AIDS and ARC.
Finally, just a few points that I think were missed in terms
of unmet need.

As Dr. Maisonet said, there's a need for

drug-free treatment slots.

Many AIDS programs are not equipped

to provide shelter or treatment for an IV drug user who's still
using.

We need to get people off of drugs through drug-free

treatment slots and get them out of the hospital.

If they're

still addicted, they're still using, it's really difficult to get
them into a community-based program for long-term care.
Another unmet need which would increase access to medical
care would be better provider education.

We need to educate

physicians, nurses, and other providers.
Finally, I want to echo what Michael said, and that is if
appropriate care were available people wouldn't need to resort to
desperate acts.

Unfortunately, there are a few people

'~ho

do

resort to desperate acts, hut there's such an unmet need that
people have nowhere else to go and no other way to survive.
Thank you.
CHAIRMAN TUCKER:
M.D.?

Dr. Alexander.

Thank you, sir.

Ralph Alexander,

Lewis Keller?

DR. RALPH ALEXANDER:

Members of the Committee, Mr.

Chairman, thank you very much for inviting me here to speak.
vas given three questions.

I

I thought that I might just quickly

tell you about how Pacific Bell is dealing with AIDS in the
workplace.

I'm Corporate Medi-Cal Director of Pacific Bell, and

Ralph Alexander, Corporate Medi-Cal Director at Pacific Bell, and
all I would like to say at the onset is that I can only tell you
what we're doing at Pacific Bell and although you invited me to
represent industry's viewpoint I cannot really speak for the
other industries.
We employ a workforce of about 70,000 people, and we, within
a few years after the epidemic started, we were obviously
involved in AIDS at the workplace.

It affected all companies

that are operating in areas of high risk, and the reason for this
effect on the workplace is, of course, the fear that workers have
about the transmission of disease, the fear of either having the
virus transmitted through co-workers or having the virus
transmitted through customers which they serve.
I would just briefly outline for the sake of time some
specifics in terms of what we're doing at Pacific Bell and then
I'll come to your 3 specific questions.

In terms of the

magnitude of the problem at Pacific Bell, we're deeply involved
in the AIDS issues.

We average about 20 employee deaths per year

over the last 3 years, and at any one time we have about 40 or 50
employees, active employees, who are disabled because of AIDSrelated issues.

We have a very active educational program.

We

focus on a program of education in order to dispel this fear.

We

have no specific policy about AIDS; however, there are certain
things that we do.
the workplace.

For example,

~'e

do not do any HIV testing in

We let people that have AIDS work as long as they

can perform meaningful work in a sustained fashion.

We make any

kind of reasonable job accommodations in the workplace in
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accordance with handicapped laws.

In terms of sickness

disability benefits, we treat AIDS just like any other disease.
There's no difference \',rhatsoever that we single out any
particular portion of our population because they have a specific
diagnosis.

All people, regardless of the diagnosis, are covered

under the same benefit plan.

Our medical facilities guide our

employees to the best treatment sources available.

We are very

fortunate in San Francisco to have very good, excellent resources
available as has been mentioned by previous speakers, and we
refer our employees to these resources.
confidentiality of medical records.
information to the workplace.
in the workplace

~~ould

We maintain utter

We do not transmit any

All the information that anybody

have would come from the infected person,

himself or herself.
Novr, some specifics in terms of companywide activities:

we

have an intensive educational program which gives the clear
message that there is no transmission at the workplace.
publish articles in company publ
pamphlets, we have v!Orks

ations, 'V7e

We

stribute

seminars, and we produced a videotape

called "AIDS in the Workplace:

An Epidemic of Fear" uhich is

being used widely throughout California by many companies, as
well as in the nation.

We've turned many of these educational

materials, including the videotape, over to the AIDS Foundation
in San Francisco, who has become a sort of central clearinghouse
for AIDS-related information and education, available to all
Californians, citizens, and as a matter of fact to everybody in
the United States.
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We have a very central role in AIDS education resting with
our counselling service.

All our counselors are Masters-level

counselors who are especial

trained in AIDS education.

formed individual support groups

They've

AIDS or AIDS-related

problems, both for the infected individual, as well as for people
who are concerned.

They also act as facilitators in union-

management issues.
As far as the union-management issues are concerned, we've
had a tremendous amount of teamwork between management and union,
both givinq a common messaqe that AIDS is not transmitted in the
workplace.

We have, in certa

areas, reached an agreement with

the union that if there is an inordinate amount of fear remaining
even in spite of education that a worker will not service a
customer or does not want to work.in a certain place because he
or she is afraid of catching AIDS, that the union will provide a
list of workers who will perform that job.
problem a few years ago.

This has been a

It really is no longer a problem now

because the union has been extremely good in supplying
alternative workers and after a while other workers felt too
embarrassed to say they did not want to participate in that work
group.
We have an AIDS education task force which is very active in
San Francisco, which is a combination union-management workforce,
that educates most of the employees in high-risk areas.

We have

a counselling service to which all of the employees are free to
come on a self-referral basis but we get referrals as \vell from
managers and from unions, and we have joint committees with the
unions for problem solvinq.
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In terms of the three specific questions you asked of me, the
first one was, is the worksite an appropriate setting for AIDS
education?

I feel yes, but I have to qualify it that it does

require an informed, professional staff to give that education,
and if that is not available it might better be done elsewhere.
AIDS is an issue which obviously affects the workplace, requires
to give information to prevent fear and disruption at work , and
in addition most companies have such health care benefit coverage
that they transmit information, it's a very good vehicle to
transmit health care information to workers that they cover.
Secondly, you asked what kind of problems arise when persons
with AIDS are working with noninfected persons?

I already

alluded to that, the fear of transmission through casual contact
with either infected co-workers or infected customers is
sometimes paramount, and this is curtailed by education.
always, though.

Not

There are biases that remain, but they disappear

when the work groups get together and there is peer education
among the workforce.
Thirdly, what steps have employers or labor unions taken to
assure the rights and privacy of person with AIDS to ensure the
protection of others within the worksite?

As I mentioned before,

all medical records should be kept confidential, as they are with
us, and there should be no transmission of information since AIDS
is not transmitted by casual contact and there's really not a
problem of transmission in the workplace.

There's no need,

therefore, to have any kind of this information divulged to
anybody.
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This essentially ends my presentation and if you'd like to
ask me any questions, feel free to do so.
CHAIRMAN TUCKER:

Mr. Agnos has a question.

ASSEMBLYMAN ART AGNOS:

Thank yon, Mr. Chairman, for

letting me sit in on your committee.
Can you tell me, doctor, your policy is one of the most
enlightened in our state and I commend you on it.
get the help to put it together?

Where did you

Did you go to any government

sources?
DR. ALEXANDER:

Hell, Pe really don't have a policy, and

we just continued treating AIDS just like any other disease.

We

made that decision very early on, so there was no special policy
ever created.

We have a benefit plan that covers all illnesses,

and regardless of the cost, and we just continued.

We made a

decision that this is the way we were going to handle.
ASSEMBLYMAN AGNOS:

So all these things that you're

enumerating are not \lritten down somewhere?
DR. ALEXANDER:

No, they're not.

ASSEMBLYMAN AGNOS:

How does the rest of the

organization know about them?
DR. ALEXANDER:

Through our publication.

change, we haven't changed our benefit plan.

We do not

The benefit plan

covers all people with whatever illness they have so that there's
no exception made.
ASSEMBLYMAN AGNOS:

When uou seek some guidance on a nev-1

manifestation of this issue, where do you go?

-103-

DR. ALEXANDER:

~Je

go, frequently, to the state.

We go

to people who do research at San Francisco General Hospital.
We've been very actively communicating with some of the leaders
in AIDS research on that.
ASSEMBLYMAN AGNOS:
DR. ALEXANDER:

Where do you go in the state?

The State Department of Health, we've

had some communications with them.
ASSEMBLYMAN AGNOS:

What if it's a workplace issue

rather than a health issue?
DR. ALEXANDER:

What is a workplace issue?

ASSEMBLYMAN AGNOS:

No, what if it's in the workplace,

where people are worried a.bout their co-workers, rather than some
kind of a medical issue?
DR. ALEXANDER:

~\That

do we do?

Thev come to us.

They

come to the medical department.
ASSEMBLYMAN AGNOS:
DR. ALEXANDER:
we get advice?

Where would you go to get advice?

From our health services.

Oh, where do

We educate ourselves.

ASSEMBLYMAN AGNOS:
CHAIRMAN

TUCKER~

Thank you.
Thank you very much.

Mr. Lewis

Keller?
MR. LEWIS KELLER:

Mr. Chairman, members, I'm Lewis

Keller representing the Association of California Life Insurance
Companies.
First, I'll try to stay within the time constraints.
he rather difficult.

It'll

A couple of preliminary facts to have in

mind when considering the questions that are on the worksheet:
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people do not lose their life and health insurance if they are
already covered because they die of AIDS or because they are
diagnosed as having AIDS, or it is learned somehow that they are
seropositive.

If the premiums are paid, they are covered, their

benefits will be paid, so if there's a myth being circulated, I
don't think intentionally, that if it's found out that you have
AIDS then your insurance is cancelled and you lose it and you're
without benefits.

It's absolutely not true.

California is now the only state with a statutory
prohibition ...
CHAIRMAN TUCKER:
cancel them out.

Just a moment, sir.

It is illegal to

Once they have enrolled in an insurance policy

and if they're are discovered to be a carrier of AIDS it is
illegal to discontinue that policy.
MR. KELLER:

That is correct.

Thank you.

We always say

that first because we keep hearing that if they find out you have
AIDS or that you're seropositive and you lose your insurance.
It's not true if you have it to start with.

You have to pay your

premiums and be covered.
CHAIRMAN TUCKER:

That's only automobile insurance if

you have a wreck.
MR. KELLER:

I'm not speaking of that right now.

California's now the only state with a statutory prohibition
against insurer use of AIDS antibody test.

It does not prohibit

all testing for AIDS, only the antibody test.

The generic term

for testinq and screening is underwriting, and it is used only
with respect to individual life and health insurance, and it is

not used in connection with qroup insurance, except for some very
minor deviations, very special exceptions.
Underwriting techniques and processes are proprietary and in
the nature of closely guarded trade business secrets.

This is

because the success or failure of a life or health insurance
company in their underwriting can spell the difference between
success and failure of the business.

If their underwriting

results in there taking a large number of bad risks, they do not
stay in business a long time, because the premiums do not reflect
it and they are in trouble.
On the other hand, if they are too conservative and do not
take any risks, they don't sell any insurance and so there is a
constant conflict between the desire to sell, sell, sell, and the
importance of selling only to risks that match a balanced
classification of risks so that the other statutory mandate is
attained, and that is fairness between all insureds, and Section
790.03F of the Insurance Code mandates, and has for a long time,
that life insurers ..• another section does the same thing for
health insurers ... treat all insureds equally and that is a very
important duty.
Also, besides the competitive reason for keeping the
underwriting processes secret and propr

, there are

antitrust laws that require that there be no sharing and that
they be kept secret.

But they are not all that secret.

The DepartMent of Insurance has the legal authority and
exercises the legal authority to investigate companies and see
what they are actually doing.

The'' will do it on complaint.
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They have adequate authority to do it, and they do it somewhat
regularly.

They don't have the budget or the ability to watch

every company every day as to every act.

The bottom line is that

we have a balance between these two pressures.
With respect to privacy and confidentiality, in 19no
California enacted the N.A.I.C. model Confidentiality and
Insurance Act.

That act requires informed consent and disclosure

for medical testing.

It requires reporting back to the

authorizing applicant the results and reporting only to those
that are disclosed and authorized by the applicant.

It requires

that if the information goes out to, like, the Medical
Information Bureau, that that be expressly authorized by the
applicant.

In that connection there has been considerable

concern voiced that I have heard about the information going into
the Medical Information Bureau, called MIB, and out.
and out.

It goes in

If anybody is interested, I will be glad to provide the

committee or anyone with detailed information about how it works.
But late in May, that organization took formal action to prohibit
the inputting or releasing, disseminating of any AIDS specific
information, so the only information coming in with respect to
AIDS underwriting will be blood disorders.
that can go out will be blood disorders.

The only information
I understand there are

some 200 of those.
The antibody tests that are used in all the other states have
their predictability, their value, and acceptance has increased
dramatically during the last two years.

The original 5 to 19

percent that were predicted to come down after a diagnosis of
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bad

are
bad

Next question:

are life insurance companies screening for

high-risk persons through redlining or the T-Cell Test?
answer:

The

I can be very specific, they are using the T-Cell Test.

The term "redlining" is nowhere defined in the law.

The

Department of Insurance has come out with some very strong
admonitions against using factors in underwriting that are
determinable to be surrogates for sexual orientation.

There is a

rule of the department that has been the law since 1975 that
prohibits underwriting and other insurance practices on the basis
of sexual orientation.

So, I think the answer must be that I am

aware of no redlining going on, but, as I said earlier, I am not
that well informed in detail on these closely guarded proprietary
secrets of many companies doing business.
Question number three:

vrhat are the distinctions, if anv,

between carriers' ability to provide health insurance coverage
verus their ability to provide life insurance coverage?
all know, there are certainly

recogni~able,

As we

distinct things.

With respect to life insurance coverage, once that policy is
issued, the premium is guaranteed forever.

In other words, you

cannot, in the classic kind of life insurance coverage as such,
you can't increase the premium.

So, if the risks go up, the

threat of insolvency arises and there certainly is no certainty
as to how many of the existing body of people with life
insurance, and it is large throughout the United States and
California, are AIDS risks, the ones that were insured or even
the ones that were recently insured.

That makes life insurance a

little different from health insurance because health insurance,
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which is one form of property casualty or liability insurance,
and the premiums can be increased to cover risks as the risks go
up.

When you get into that, however, as you raise the individual

life insurance, I mean health insurance, when you raise the
premiums, you reduce the number of people capable of paying them.
And as risks and costs go up, the body of those able to afford it
goes down.
In group health, there is no underwriting but there is a big
difference between that and life insurance.
companies sell life insurance.

Only life insurance

Health insurance employers and

others can become self-insured.

They can go under ERISA and at

that point they become exempt from the laws of the State of
California with respect to their benefit programs, which is their
health insurance.
I think that, hasically, these are the answers I can give you
at this time, Mr. Chairman.
CHAIRMAN TUCKER:

Thank you very much, Mr. Keller. All

right, Mr. Agnos.
ASSEMBLYMAN AGNOS:
CHAIRMAN TUCKER:
ASSEMBLYMAN AGNOS:

Mr. Keller, you ...
... so seldom, it is very difficult .•.
I know the feeling.

My wife says

the same
Mr. Keller, you said that California is the only state that
statutorily still has a prevention or whatever from nsing the
antibody or whatever.
MR. KELLER:

What other states ever had them?
The state of Wisconsin had one that

prohibited the use of the antibodies test.
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It was adopted as a

part of the budget document in 1985, and subsequently in 1985,
the Wisconsin Legislature changed that and adopted another act
that provided that if the state epidemiologist made a finding
that any test for determining the existence of AIDS antibodies
was statistically reliable and the insurance commissioner
determined they were proper for use by insurers and they both so
acted, in that state, they could then, insurers could use the
antibodies test.
They started using those tests both under those acts as
promulgated June 1 of this year.
the hearings went on.

All of that, the work went on,

I have available a narrative that was

written by the insurance commissioner that describes how the
policy decisions were arrived at and the considerations that went
into it.
ASSEMBLYMAN AGNOS:

Wasn't one of the major

considerations in Wisconsin's case, though, that they also have a
risks pool that can help out, and we don't have one in
California?
MR. KELLER:

We support now, and have supported in the

past, the risk pool bills, particularly the one that was returned
last year in 19R6.
ASSEMBLYMAN AGNOS:

Would you use Senator Maddy's bill

to do that?
MR. KELLER:

That field, I would think, Mr. Agnos, is

pretty well occupied by Mr. Isenberg and Senator Robbins.

Those

bills are on their way and thoroughly under consideration and the
Assembly has already passed one bill, I think.
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ASSEMBLYMAN AGNOS:

Tell ne, when a vaccine is developed

and, as you know, with vaccines they usually give you a little
bit of the antibodies to help you develop some kind of a
prevention, how are you going to use an antibodies test in that
connection?~

How would an antibody test be helpful if you are

coming up with ... if people have been vaccinated with antibodies,
if you will, by the use of antibodies.

How will an antibody test

be useful to you in that capacity?
MR. KELLER:

The same way it would be without the

vaccine for underwriting purposes.

Whatever that vaccine's

characteristics were, it would have to be ...

The vaccine you

just described is a hypothetical one, and .••
ASSEMBLYMAN AGNOS:
MR. KELLER:
answer.

It is just a point I am trying .•.

... so I'm going to give you a hypothetical

The best medical and epidemiological information at the

time would be worked into use in the conjunctive application of
the antibodies test and the vaccine.
ASSEMBLYMAN AGNOS:

Isn't it really an economic issue?

You just don't want to pay 835 a test, you want to pay $8.50 a
test?
MR. KELLER:

That is, as I indicated in my earlier

statement, a very small issue.
won't deny that.

That is an issue.

I certainly

The issue is we want to obtain greater fairness

for each of the various segments of the population

'~o

apply for

insurance and must be considered in the process for determining
whether or not they are at risk for AIDS. Fundamental fairness is
our real reason.
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ASSEMBLYMAN AGNOS:

If

''OU

were to use the test and deny

life insurance, what would be the impact on key man insurance in
small business loans or on home mortgages, for example, where
life insurance is almost tantamount to getting a mortgage for
your home or a small business?
MR. KELLER:

I helieve, Mr. Agnos, that those are

both ..• one of them has a group line, business insurance, or can
become written as a group line and therefore not subject to
underwriting.
ASSEMBLYMAN AGNOS:
MR. KELLER:

Are you telling me that ..•

There are forms of mortgage guaranty

insurance that are not traditional legal reserve life insurance
that could be used for that purpose where underwriting does not
occur.
ASSEMBLYMAN AGNOS:

I am sorry.

either one of those two answers.

I didn't understand

First, are you telling me that

in key man insurance for small business, it is done through some
kind of a group plan that doesn't ..• and is that the total
picture?
MR. KELLER:

I'm only saying that I think it can be.

ASSEMBLYMAN AGNOS:
MR. KELLER:

It can be!

The word is business, and you have to get

specific to answer it properly.
business?

What size policy?

What size

Who is the key man and what other facts.
ASSEMBLYMAN AGNOS:

quick questions, if I may.

All right.

Let me ask a couple more

Tell me, you also said the California

ban on using the antibody test creates an unfair burden.

What

indPpendent studies do you have that document that ... on insureds?
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MR. KELLER:

We have a survey that was prepared and

released the middle of this year which showed that, with respect
to AIDS,

~he

lag time between the issuance of the policy in life

insurance and the death and subsequent claims under the policy
vTi th respect to AIDS claims was much shorter than 1.·1i th respect to

non-AIDS claims, which indicates, >·;hich permits the inference
that the applicant could have well had some indication or idea
that the applicant was at risk for AIDS at the time of
application and obtaining insurance.
ASSEMBLYf4AN AGNOS:
MR. KELLER:
you.

Who did that study?

The ACLI/HIAA.

We are running over.

I can give those facts to

I would be more than happy to •..

ASSEMBLYMAN AGNOS:

I'm ready to stay here all day to

get this stuff because it's been .•.

Isn't it true there has been

no independent study and that we are really waiting for one from
Congress, in particular the Congressional Office of Technology
Assessment who is doing a study on this very issue that is
supposed to come out in March of next year.
MR. KELLER:

It is my understanding, Mr. Agnes, that

that is not the thrust of that study.
ASSET"BLYMAN AGNOS:
MR. KELLER:

Okay, we'll check that out.

The risk and assessment office of

technology, assessment study?
ASSEMBLYMAN AGNOS:

It is my understanding they are

doing a study on this particular issue.
MR. KELLER:

They are studying the whole process of risk

classification including underwriting AIDS risks as part of a
larger whole.
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ASSEMBLYMAN AGNOS:

And don't you think we ought to ...

you're really talking about trying to use marker tests, and we
don't allow them in the case of DES or Sickle Cell or Tay-Sachs,
and don't you think that the Legislature ought to address the
whole issue of marker tests, and not just the one that would
affect AIDS?
MR. KELLER:

I am glad you asked that question, Mr.

Agnos.
ASSEMBLYMAN AGNOS:
MR. KELLER:

That is the first one in ....

We've heard that over and over and over and

those sections of the code that relate to Sickle Cell anemia and
Tay-Sachs prohibit underwriting on the basis of the fact that, in
fact, the code section says solely on the basis of the fact that
the carrier carries the trait, even though that fact does not
affpct the risk of the individual, the carrier of the trait.
In other words, the individual will have the ability if they
carry the trait to pass it on to offspring, but the individual
carrier is the applicant and there is no additional risk to the
health of that applicant as a result of carrying a genetic trait
so ..•
ASSEMBLYMAN AGNOS:

I'll put that one aside.

How about

DES?
MR. KELLER:

DES T'as a very narrow .•. I t.hink you are

right there and it is a very narrow exception for one disease
that occurred and left.
ASSEMBLYMAN AGNOS:

Well, I hope that happens \vith AIDS,

too.
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MR. KELLER:
sincerity.
change.

We do too, absolutely, with great

That is why a lot of the figures that you seek could

The risks that are our fears, of mortality, morbidity

could be ill-founded now because of vaccine and preventions and
cures and ...
ASSEMBLYMAN AGNOS:

Could you tell me what happened when

you went to the National Association of State Insurance
Commissioners with this request earlier this year?
MR. KELLER:

On testing, there were two questions.

One

question that they debated at some length was whether or not they
should recommend tests or not.
ASSEMBLYMAN AGNOS:
MR. KELLER:

I am not sure •..•

ASSEMBLYMAN AGNOS.
MR. KELLER:
ASSEMBLYMAN:
MR. KELLER:

On the use of the antibody testing?

Pardon?

They took no action. There was ...
Did vou ask them to?
The industry asked them to.

The National

Gay Rights Association asked them not to, and they listened to
the National Gay Rights Association?
MR. KELLER:
action.

That's right.

They went right down the middle and took no
The N.G.R.A. prevailed, and also ...

ASSEMBLYMAN AGNOS:
MR. KELLER:

You mean to tell me ...

... the other action that they took was to

reccrrunend that there be no underwri tinq on the basis of sexual
orientation.
ASSEMBLYMAN AGNOS:

Mr. Keller, are you telling me that

the National Gay Rights Task Force convinced the National
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Association of State Insurance Commissioners not to take any
action over your industry's request?
MR. KELLER:

Of course, this comes as no shock.

ASSEMBLYMAN AGNOS:
MR. KELLER:

It doesn't, huh?

No.

ASSEMBLYMAN AGNOS:

It does to me.

I can't get them to

get anything through this Legislature.
MR. KELLER:

That is an association of state regulators

and appointed by governors and appointed by ...
ASSEMBLYMAN AGNOS:

But, I mean the national

association •..
MR. KELLER:

. .. and some elected.

ASSEMBLYMAN AGNOS:

Okay.

The National Association of

State Insurance Commissioners represents the 50 states •..
CHAIRMAN TUCKER:
time would you need?

Thank you, very much.

ASSEMBLYMAN AGNOS:
get to Mr. Keller.
MR. KELLER:
ASSE~!lBLYMAN

Mr. Agnos, approximately how much more

I have been waiting a long time to

I'm not on any of his committees ...
They expressed no opposition to it.
AGNOS:

... positive action for it either.

Thank you.
CHAIRMAN TUCKER:

Thank you very much, sir.

like to have Ann Jennings and David Schulman.

I vmuld

Ann Jennings, take

off.
MS.

ANN JENNINGS:

Hy name is Ann Jennings.

Attorney General in the Civil Rights Unit.
on time so I'll try to be very brief.
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I am Deputy

I know we are short

A number of the points I had planned to make have been made
earlier by a some of the other speakers and I would just like to
re

a couple of facts about the disease that I think the

members need to keep in mind in addressing the bills that are
before you.
First of all, it is largely a disease of consenting adults
and consensual conduct.
for instance.

There are exceptions--pediatric AIDS,

But, by and large, AIDS is spread by conduct that

people choose to engage in, whether or not they choose to expose
themselves to the virus, they certainly choose to engage in
unprotected sex or the sharing of needles.
A second fact to keep in mind is that we are probably dealing
with a large number of cases in California.

I have heard the

figure of 300,000 infected people _in this state.
Conant mentioned 500,000.

I think Dr.

In any event, it's a large number.

The ahility of the criminal law and the more extreme powers of
public health officials to deal with this kind of epidemic is
limited because of these salient facts.
Public health officials do have extraordinary powers Fhich
they have used to combat such diseases as tuberculosis and
syphilis, but in the case of those two diseases, as was pointed
out earlier, essentially Fhat public health officials are able to
do is to coerce people into being diagnosed and treated.

With

respect to AIDS, there is no treatment that can be offered to
people who are identified by public health officials.

So, unlike

syphilis where you can, for instance, you can interview people
and have them identify their sexual contacts, you can go to the
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contacts and get them to be treated and break the chain of the
disease, with AIDS this is not possible.

You cannot medically

intervene or intervene in a public health sense in the same way
that you can with tuberculosis or syphilis.

It simply doesn't

make a great deal of sense to employ these kinds of extraordinary
powers with a disease of this nature.
Of course, it is theoretically possible to ferret out
everyone of these 300,000 or 500,000 people and isolate them in
some sort of facility.

It obviously would be an extremely costly

endeavor and it would, in effect, turn our society into a police
state, so that's not really an effective way to deal with the
disease and I don't think health officers have advocated the use
of their powers on any broad scale to deal with this disease.
When the California Conference of .Local Health Officers did meet
to consider this issue earlier this year, what they fell back on
was essentially the same tools that public health people have
used in most other infectious diseases, which is education, above
all, educating the uninfected group how to maintain themselves in
an uninfected status and educating infected people how to avoid
transmitting the disease.

Thev came to the conclusion that one

would only use these extraordinary poHers of isolation, and so
on, in very, very extreme cases and then you would have to afford
due process to the individuals involved.

It just does not come

out to being a very effective way to deal with the problem.
Do existing state laws regarding confidentiality in AIDS
testing impede in any way the efforts by public health officers
in contaqion spread?

Well, I think Carl Smith answered that
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earlier.

Public health, local health officers are not asking for

the list of people who have tested positive.

They are not

proposing to do contact tracing on any wide scale.

What they are

proposing is education of everybody involved, and particularly
education of people in risk groups.

The current confidentiality

laws do not impede this effort at all.

I have not heard either

from Dr. Smith earlier or from other public health officials any
really serious problems with existing confidentiality laws.

In

fact, when the United States Public Health Service last week came
out with its program for expanded voluntary testing, the Public
Health Service again stated that you had to maintain
confidentiality of test results.

Otherwise it is fairly obvious,

particularly people in high-risk groups are not going to come
forward to be tested, if they have reason to fear the disclosure
of this information.
And on the question of testing in general, I

~~uld

also like

to reiterate what Carl Smith said earlier, that in dealing with
any testing program it is very necessary to think the issue
through, to follow all

way through to it's logical

conclusion, what's involved, hecause there are testing strategies
which appear superficially appealing but which on closer
examination do not really result in any impact on public health.
So it's really necessary to ask very carefully why, what is the
purpose of testing, who wants the information, what's going to be
done with the information, and ,,ill this in any way result in a
decline in transmission of AIDS.
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For instance, it is often suggested that in the case of
hospital admissions, which Dr. Smith also addressed, that it is
necessary to test people coming into hospitals or people coming
into emergency rooms, and one has to ask why is that?

What would

be, what behavior change would result from the use, from the
knowledge that you would gain by this?

The Centers for Disease

Control and the Public Health Service have issued guidelines for
medical and emergency room people for dealing with victims who
may or may not be infected.

If one follows the guidelines of the

Centers for Disease Control for infection control, then there
ought not to be any transmission of AIDS in the health care
setting.

And indeed, in San Francisco, San Francisco General

Hospital has not found any, as far as the studies I have read,
any transmission of AIDS to their health care workers.
So, what really is the rationale for testing?

One has to ask

whether the hospital personnel want to find out in which
situations they can relax these precautions.

Are the precautions

too costly, and is v1hat they are looking for a way to decide when
they need to take precautions and when they can get away with not
using them?

And that, certainlv, I don't think we'd want to

encourage, or is the agenda, as Dr. Smith suggested, it might
possibly be to not treat patients.
that outcome either.

Well, I think we don't want

If, in fact, there are certain procedures

that pose really serious risks to health care personnel, even
following the guidelines, then perhaps what we need to do is
figure out how one could modify those procedures so that nobody
needs to go without health care, hut the public health service
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and the centers for disease control recommendations are generally
not to test incoming patients but rather to have hospital
personnel follow the guidelines that have been set out for
infection control in a more rigorous fashion than is, perhaps,
being done in some parts of the country.
The other questions that you asked about the appropriateness
of criminal sanctions for people who knowingly risk infecting
others:

I think one has to divide these people into two groups;

the one case where the potential recipient has no way of knowing
that there might be some problem.

For instance, the blood

donation situation should be dealt with differently from a
consensual sexual encounter where both parties have consented to
the conduct in question and at least ought to know, by this time,
what the risks involved are.

In the case of blood donation, the

bill that you have before you which creates a felony for donating
blood may give prosecutors an alternative charge that they can
use in this kind of setting.
perspective, it's not go
health.

But from the public health
to be

What protects the publ

,~at

protects the public

health is the bill you enacted

two years ago for screening the blood supply.

We need to make

sure that blood banks and plasma centers, particularly those that
pay for donated blood, are in fact screening every single unit of
donated blood because that's the only way we're going to be
absolutely secure.
From the standpoint of the person receiving the transfusion,
it doesn't really matter whether the person
knew he or she was infected or didn't know.
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~Tho

gave the blood

What you want to do

is have the blood screened and have the infected blood discarded.
So that's, from the public health perspective, that's where I
think you ought to be directing your attention, although the
bill, as I say, gives an alternative charge to a prosecutor.
On the question of people who infect each other through
consensual contact, again, I think the policy question that you
need to ask yourselves is how much individual responsibility do
you want to put on people in our society and \That role does the
government have in making these kinds of encounters safe for
people.

I think the most cost-effective way, of course, is

education so that people know how to protect themselves and
hopefully will choose to protect themselves in this way.

When

you're dealing with forceable sex crimes, it's a different story.
Obviously, the victim doesn't have a choice in this situation.
Under existing law, under Penal Code Section 12022.7, there
already is a three-year enhancement for great bodily injury
inflicted in the commission of any felony, and 12022.8 allows a
five-vear enhancement for the infliction of great hodily injury
in the commission of most forceable sex crimes and sex crimes
with children.

Under existing case law, I would think,

personally, that if such a case ever came up before a court, a
court is very likely to find that transmission of AIDS is great
bodily injury.

Courts have found that pregnancy, making a rape

victim pregnant, is great bodily injury, that transmission of
Herpes is great bodily injury.

I would certainly think it highly

likely that a court would decide under Penal Code Section 12022.8
thut transmission of AIDS Pas great bodily injury that would
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warrant imposition of the existing five-year enhancement,
although the Legislature may wish to make that clear, but it does
appear to be covered by existing law for at least most of the
offenses that are enumerated in SB 1004.
On the issue of the possession of condoms as an evidence
package in charges of prostitution, this is done at least in San
Francisco.

I don't know whether, in other jurisdictions,

prosecutors treat possession of condoms as evidence of an intent
to commit prostitution, but it seems to me that at a time when
we're trying to get people to understand what safe sex is,

,~en

everybody from the Surgeon General on down is urging people to
use condoms, that it sends to women, particularly, the entirely
wrong message that possession of a condom is somehow evidence
that you're intending to engage in prostitution, and I would
think that the Legislature might be able to resolve that through
some amendment to the evidence code so that condoms can't be
seized by the police from prostitutes and can't be used as
evidence of prostitution.
Again, I think we have to recognize the limits of the
criminal law in dealing with these problems.

Most of you may

have read studies of how many prostitutes ever are actually
arrested, and of those arrested, how many are actually prosecuted
and how many actually are convicted.
fraction of the number of women

~Jho

It is an infinitesimal
are engaged in prostitution

at any time, and so if your goal is to attack the transmission of
AIDS then you've got to address yourself to the ways by vJhich
AIDS is transmitted in the vast majority of cases and not focus
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on the exotic situations.

I think the focus ought to be on

education of the general public, education of high-risk groups
particularly; and while it may be useful to use the criminal law
in some selected situations, I think it's important to understand
how limited those situations are in the whole universe of cases
nf AIDS that we have in this state and the way in which it's
transmitted, by and large.

Those are only going to be •.. the

questions that you asked here are only dealing with a verv, very
small fraction of the transmission of AIDS.

If you have any

questions .•.
CHAIRMAN

TUCKER~

ASSEMBLYMAN AGNOS:

Mr. Agnes has one.
I have more, but since you said

one ... you didn't speak to prisons and mental hospitals, mandatory
testing, or did you?
MS. JENNINGS:

No, I did not.

I think at this point we

don't have very much evidence what level of problem there is, and
just as Carl SMith said earlier, in dealing with ordinary
populations there are ways other than mandatory testing to at
least understand the magnitude of the problem, through blind
testing; that is, testing of blood that doesn't have identifiers
with it, or testing some small segment of the population at least
to find out the magnitude of the problem that you're dealing
with.

Those avenues might lend themselves to both the mental

hospital and the prison situation, so that the state could find
out what the level of the problem is.

I've read recently that

when the federal government instituted testing in federal
prisons, they found a surprisingly low incidence of AIDS.
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On the

other hand, in the New York City jail and prison system, the
incidence is much higher, so it might be used, at least at the
outset, to employ one of those methods.
I do want to say one more thing I forgot to mention, because
nobody has alluded to it yet and that is the issue of potential
liability.

At the present time the law is very clear that you

cannot test a person without their consent and you cannot
disclose test results without the subject's consent, and there
are numerous proposals emanating from many quarters to change
this law.

I would just suggest that every time you give an

individual discretion to make the decision whether to test
another person or whether to disclose the test results of another
person, you are potentially opening that person up to liability
for making a mistake, and that's a liability that doesn't exist
when you always need the subject's consent.

There have been

cases ... I think it's Mullen vs. Kaiser Foundation Hospital, there
is a case, however, where liability was imposed on a doctor for
misdiagnosing a case of syphilis and telling one partner in the
marriage that the other one had syphilis.

The marriage broke up,

and so forth and so on, and the party who was misdiagnosed was
able to sue the hospital.
CHAIRMAN TUCKER:
MS. JENNINGS:

He's very rich now, isn't he?

I would just suggest that the principle

of liahility for doctors is going to be introduced if you give a
doctor the discretion to decide when to test and when not to
test, rather than giving that discretion to the test subject, and
whether to disclose or not to disclose in the case of the bill
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that you passed earlier, AB 250, which allows the doctor to
disclose to the spouse, I think, under current common law
doctrines, where a doctor, unless prohibited by law, a doctor is
required to warn any foreseeable and identifiable victim, a
doctor, once the law passes, a doctor would have no option but to
tell the spouse in every case, because if the doctor didn't tell
the spouse and transmission occurred, then the doctor potentially
will be sued.
CHAIRMAN TUCKER:

Now wait a minute.

Wasn't that a

permissive bill that gives the doctor ...
MS. JENNINGS:

I know that the law says that it's up to

the doctor, that the doctor doesn't have to, but under the
Tarisoff case and under ... there's another case, it's name escapes
me right now, where the doctor always has a duty to warn a
foreseeahle and identifiable victim and the spouse is always
going to be a foreseeable victim, that even though the bill gives
the discretion to the doctor, in order to protect himself or
herself from liability, it seems to
have to disclose it.

~e,

the doctor

~rill

always

But in any event, it's certainly going to

open the doctor to suits by either party, either the party
not told, or the party who is told over his objections.

~~o

is

Whereas,

when the law very clearly says you cannot tell then the doctor
has no choice.

I'm just suggesting that every time you introduce

discretion into this you introduce the possibility of liability
for making a mistake.
CHAIRMAN TUCKER:

For gonorrhea or syphilis, the doctor

cannot tell the spouse that the patient came in and was positive
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for either of those diseases.
to do that.

It is illegal, unlawful, for him

It is lawful for him to tell the spouse that your

spouse did test positive for AIDS.
MS. JENNINGS:

It's, at present, unlawful to disclose •..

CHAIRMAN TUCKER:

It's not lawful, the bill is still on

the Senate side and has to come back to our House for
concurrence.
MS. JENNINGS:

I'm not sure there's any way to draw a

bill that's permissive and still protects both the patient and
the doctor.

You could insulate the doctor from liability, but

I'm not sure there are going to be groups on the other side that
don't want you to do that.

I'm not sure it's possible to draw up

a bill that gives the doctor discretion without opening him to
liahility, and the same principle is going to be true for the
state ...
CHAI~~N

TUCKER:

Dr. Felando has a question.

He's

burning for it.
ASSEMBLYMAN FELANDO:
understand you right.

I

~ust

want to make sure that I

It seems to me with your testimony here,

you're more concerned with litigation and a lawsuit than you are
with a human life.

Do I get that from you?

MS. JENNINGS:

No, I'm .••

ASSEMBLYMAN FELANDO:

Then you're not opposed to a

physician informing a victim's sponse that their spouse has AIDS.
MS. JENNINGS:

Under present law there is nothing that,

I think, would prevent a doctor from disclosing to a spouse that
the other person had AIDS.

There's a lot of confusion about the

difference .••
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ASSEMBLYMAN FELANDO:

Yeah, but through your testimony

and comments, I got the distinct impression that that v1asn' t what
was concerning you.

What was concerning you was the possibility

of lawsuits, either against the doctor or against either of the
spouses.
MS. JENNINGS:

I am very concerned about the lives of

the people in question, and I think, again I want to say that you
have to distinguish between antibody test results and diagnosis.
Under the Confidentiality of Medical Information Act a doctor can
disclose a diagnosis to the spouse.

There's nothing in the

current law, unless the patient has affirmatively stated that the
information should not be given out, a doctor can disclose a
diagnosis.

In fact, under the law a doctor can disclose a

diagnosis to anybody who calls up and asks specific information
about a patient.
are not protected.

The patient's general condition and diagnosis
There is a specific statute right now that

protects against the disclosure of antibody test results, but I
think, as was suggested by one of the doctors who testified
earlier, there are ways in which the medical profession can
handle this situation.

There are things that you could say to

the spouse that would indicate that the spouse ouqht to consider
being tested or something like that under present law.

All I'm

trying to do is to suggest something that you might possibly not
have considered--that's all.
CHAIHMAN TUCKER:

vvhether you agree with Ms. Jennings or

not, you have to remember, members, that we invited her here to
talk about discrimination and the law.
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She is giving us v1hat

~ve

asked for.

We've heard from the medical profession and now we're

hearing from the legal profession as it relates to AIDS and
reporting and etcetera and etcetera and discrimination.
Thank you so much.

You may continue.

ASSEMBLYMAN FILANTE:

Mr. Chairman, could I ask a

question, just to clarify?
CHAIRMAN TUCKER:
ASSEMBLY~ffiN

Dr. Filante.

FILANTE:

Did I understand, Ms. Jennings,

that you said that although I can't, as a physician, reveal the
results of any test and so forth, if anybody calls me on the
phone I could give a diagnosis?
MS. JENNINGS:

There is an exception to the

Confidentiality of Medical Information Act in the Civil Code.
I'd have to look through my papers, but I have it, hut if you
read through the Confidentiality of Medical Information Act,
there is one section of it which states that unless the patient
has stated that the information is not to be given out, a doctor
may, in response to a specif

question about a patient, reveal

that patient's name, age, general condition, and so on.
ASSEMBLYMAN FIL.A.NTE:

That is not my understanding, and

I could be wrong.
CHAIRMAN TUCKER:

That's the diagnosis of venereal

disease, Dr. Filante.
MS. JENNINGS:

Yes, that's right.

ASSEMBLYMAN FILANTE:

Under general practices, medical

practices, if somebody calls on the telephone, no one in my
office is authorized to even state that that patient is a patient
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there, because that is a patient-physician relationship that
exists and that's not public knowledge.
MS. JENNINGS:
medical ethics.

I think that's quite correct in terms of

I'm just saying that the law does not prohibit

the giving out of the information.

The doctor has not broken the

law if the doctor gives out the information, although ordinary
principles of doctor-patient confidentiality would suggest that
the doctor not give the information out, but the law, in essence,
protects the doctor if the information is given out.

That's all

I'm saying.
ASSE~BLYMAN

FILANTE:

Okay.

Well, I appreciate your

referring, because I think it's important that we understand here
what general accepted practices are.

We hear a lot about

attorney-client relationship and physician-patient relationship,
and I think it should be clear that is the existing
physician-patient relationship which is that no information is
given to anybody, including even the fact that the patient was
there, or that he is a patient of that physician.
only point I wanted to make.

That uas the

I'm not an attorney, you know.

I'm

just a little country doctor here, but I just don't want the
wrong idea to be going out there.
Thank you, Mr. Chairman.
MS. JENNINGS:

I think you're quite correct.

We need to

draw a distinction between the maximum the la\J allows and Hhat
the ethics of the medical profession would prohibit.
The only other point I wanted to mention in connection with
liahility, again, has to do with state-run institutions, and just
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to reiterate what I said before, there may be valid medical
reasons why the institution may want to acquire information about
the antibody status of the people in the institution but, again,
the state opens itself to liability if it is given the
discretionary

prn~r

to ascertain that information and the

discretionary power to disclose the information to other people.
That's the only point I wanted to make about that.
Ed Kerry from my office is here.

If you have any more

specific questions about criminal law, he can answer those.

Are

there any other questions?
CHAIRMAN TUCKER:

Thank you very much, Ms. Jennings.

We

really appreciate your testimony.
I'd like to ask David Shulman ...
MR. DAVID SCHULMAN:

As I read the agenda, I'm the

caboose on the train, and I'd just like to remind you
particularly since we're up here in Sacramento that Mark Tlrain
once said that even if you're on the right track, if we don't
move along quickly enough we may still get run over.

I'll try to

keep those thoughts in mind as I address what I hope will be some
new areas for the committee in listening to my testimony, because
I enforced the nation's very first antidiscrimination law, and I
had the first such unit in the country.

Tragically, only two

other such units have been created since Los Angeles City Council
passed the city's antidiscrimination law two years ago this
month.

The three units, in San Francisco,

N~1

York, and Los

Angeles, communicate closely, and many of the things I'm going to
share with the committee at this time are really generalizations
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based on our experience in all three areas of the country and
form the basis of our paper that we presented in Washington in
June at the Third International AIDS Conference.
To give you some sense of the magnitude of the problem in Los
Anaeles, let me tell vou that in the first twelve months of our
unit heing fully constituted, ue handled 93 cases of AIDS
discrimination complaints.

There have been similar caseloads in

each of the other two jurisdictions.

We've each handled over 200

cases at this point.
Our strategy, in all three cities, has been to use the law in
a very different way than government attorneys usually use law,
because we use the law in order to educate.

We use the complaint

of discrimination as an opportunity to intervene early and apply
philosophy of mediation, hecause we came to understand very early
in the game that AIDS discrimination was significantly unlike
other, unfortunately, more trad

1 forms of discrimination.

On the one hand, AIDS discrimination stems from a very different
kind of ignorance and fear than racism and

sexis~,

that can be

turned around more quickly if credihle people, intervening under
the rule of law, take the opportunity to advise the people
against uhom a complaint has been alleged of the facts as they
exist currentl:r.

It's our duty to stay up with the medical

information as much as we can.
We take very seriously the fact that in Los Angeles we have
the reputation of being attorneys for the whole city, that when
we intervene, vle intervene on behalf of the health of the whole
city, and we take very seriously the statement of the city
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council when it said that AIDS discrimination is unhealthy for
everybody.
When I vmrk vli th employers, I constantly drive home the point
that lack of knowledge in the workplace setting is not only
destructive of people's mental well-being, both people with AIDS
and people who are irrationally frightened of people with AIDS,
hut increasingly could expose the employer to liability because
of the emerging case law in the area of employment discrimination
and AIDS is requiring that the employer has made a good faith
effort to establish legitimate standards of knowledge.
I'd like to note parenthetically that I think it's important
for this body to consider very seriously the very unique
situation that staff in lockup facilities face when it comes to
AIDS education, whether that staff be staff in a mental health
care setting, a juvenile detention setting, or a criminal justice
setting, staff that must relate to people vrho may or may not be
infected.

We have a moral responsibility, and increasingly, I

would suggest, a legal responsibility to make sure that that kind
of staff receives, if anything, better AIDS education than would
exist in your average business office, workplace setting, and any
consideration that these members might give to require effective
AIDS education of those kinds of staff, I think, could go a long
way towards lowering the fear level among those people who are
required to deal with people where they might he exposed to
blood, where they might be exposed to fights and the like.
Moving on, however, in commenting specifically on workplace
intervention, I'd like to just offer one very recent example of

-134-

the work out of our unit, and that was a man who worked as a
property manager for a large property management company, and he
was diagnosed with AIDS and the first response on the part of his
immediate supervisor was to indicate to him,

~:.rhen

she was

visiting him in the hospital, that he had nothing to worry about
and he would have a job as long as it was necessary.

Well, over

the next eight weeks he was quickly phased out of his
responsibilities.

Luckily, he found our office, and I was able

to discuss the matter with the property management corporation's
attorney, and wonderfully, and I think all of us lawyers

~·1ho

take

so manv pot shots from everybody else have a right to feel that
in the area of AIDS, law has proven to be an ameliorative field.
It's a field where, once we lawyers get past our mm phobic
reactions to the epidemic where very traditional forms of
analysis and weighing and judgina take over, and we find, for
instance, that the physical handicap analysis that all of us are
familiar with applies very well in an AIDS discriMination
intervention situation, and so too, this property management
attorne~ 7 ,

who had never dealt with an AIDS case, nonetheless was

very quickly able to discuss with me the issues that we were
contending were violated relative to disclosure, relative to an
oral promise to perform, and the like.

And within seven days, I

was meeting with her and with the vice president of the
corporation and they were able to work out an accord with the
employee.
That brinas me to a point that I'd also like to urge the
committee members here to pay particular attention to, and that
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has to do with the role of local enforcement, whether it's of
liability laws, or discrimination laws, or confidentiality laws,
because the same case, if it had been filed at DFEH or filed
under a similar federal office for civil rights, perhaps at the
Department of Labor, probably could not have been turned around
in anything short of 60 days.
time at DFEH.

That's the expedited period of

We have a very healthy relationship with DFEH.

We

often cross file complaints, and in this particular case, instead
of a fO-day turnaround, which, t7hen a person is living month to
month is an impossible period of time to tolerate, we turn the
case around in seven days.

What we've found is that local

enforcement entities are crucial in being ahle to effectively
draw on relationships of trust and relationships of understanding
such that state and federal protections, which are equally
crucial, can be applied in an effective and a flexible manner
because we are attorneys for the whole city and because we are
responsible, not for enforcing merely a particular statute but
abiding by the full panoply of laws necessary to the health of
the City of Los Angeles, v1e can come at a situation in what we
sometimes call a loose and lean approach.

We can come in a way

that allows us to respond very quickly, rather in the kind of red
tape bound manner that often state and federal agencies need to
abide by.
I'd like to make a couple of other brief points.

I'd like to

make a point relative to confidentiality because we all need to
be aware, as we attempt to walk the road that allows us to
understand the role of confidentiality and protecting privacy and
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the needs for communicating our health to people who might want
to know the state of our health that we remember that we had a
generation of medical care providers who were not socialized to
the role of medical diagnosis and its relationship to social
stigma.

Medicine, at all other times and places, understood that

there was an intimate relationship between medical diagnosis and
social standing, but the current generation of health care
providers, who wonderfully were trained under the regime of
antibiotics, that regime which eliminated the impact of the
venereal diseases as a kind of stigma that could ruin a person's
place in society, unfortunately, along the way, lost that
peculiarly important sensitivity that vre need to regain now, as
we deal with AIDS.

When I lecture to hospitals and medical

schools and with physician

groups~

I always get a nod of head

when I ask them to kind of confess up privately to the number of
times they walked down the hall, of when they stood in the
elevator, and they talked ahout the case of X in Room Y that Mr.
Z had.
Now, as long as those cases that were being discussed were
hemorrhoids and coronary bypasses, there were not financial
incentives to sue under the currently existing standards for
confidentiality, but I try to remind them, in my best advocacy
st,•le, just presenting an observation from an attorney from the
city that there is a financial incentive on the part of people
for whom an AIDS diagnosis, whether it's protected under the
antibody protection status or not, there is a financial incentive
for people with AIDS to assert the basic common law rights that
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exist and the statutory rights which exist outside of 199.21 and
.22 relative to those diagnoses getting out, so it becomes good
medical practice, once again, to review the standards and
procedures that exist at every medical institution, and I suggest
to businesses that they review their personnel policies to make
sure that only those who have a right to know have access to
personnel files, both because it's good citizenship, both because
it's ethically appropriate, and because it's cost-effective
relative to protecting liability.
A couple more comments:

relative to criminal law and AIDS, I

urge every member here to pay particular attention to the fact
that criminal law requires that there be a level of
understanding, provable at trial, when a person is accused of a
wronq.

The issue of HIV-caused dementia, in my opinion, has not

yet heen adequately addressed as it impacts criminal law and as
it impacts the application of the mental health care system.

Our

office convened and ad hoc legal committee on AIDS and mental
health nine months ago.

Leading practitioners in the City of Los

Angeles, representing patients' rights groups and institutions
alike, and we spent time trying to iMagine the effect of HIVcaused dementia on existing mental health care structure in this
state, and we figuratively threw up our hands after we outlined
the areas, and we concluded that what we face if we're not
diligent is the creation of a two-tiered system.

I

~~uld

suggest

to you that as you evaluate each of the public policy issues that
you, as legislators, need to carefully evaluate, one of the tests
that you apply to every statute that you consider as
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~~hether

this

is going to enhance a feeling of community and a feeling that
whatever measure is being implemented is going to create a sense
of safety or whether it's going to create an enhanced sense of
"us versus them," a sense that we would be ,,illing to tolerate a
two-tiered society of us versus them, of infected and uninfected.
Unfortunately, by being asked to be the nation's first AIDS
antidiscrimination lawyer, I had to develop a new hobby, and that
was a study of the history of epidemics.

Let me close by asking

each of you to recall that this is the very first epidemic in
human history where we know its scientific cause
suffer its effects.

~ven

as we

In all times past public officials acted to

protect law and order by scapegoating because there was no
effPctive scientific way to control the spread of an epidemic,
and so accusing Jews of poisoning .wells, or accusing witches of
having placed demons in people's bodies, was, in fact, a rational
approach to a totally irrational situation for controlling panic,
even at the cost of scapegoating large numbers of individuals.
That can be argued.

We have no such basis for doing anything

remotely like that today, and yet all of our cultural memory, all
of our collective recollection of epidemics past point us in an
irrational direction.

We do not have to abide by a nightmare

futuristic vision of California being rent apart by battles in
the hills for some yet-to-he-created vial of cure.

If ,.e indulge

in that kind of nightmare futuristic vision, the civility which
lies at the core of our civil rights tradition, and which lies at
the core of everything we consider important in democracy is
already faded.

We have a responsibility as public officials at
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the local level and at the state level and at the national level
to begin, if you would pardon me for a moment, to follow the lead
that Los Angeles established when it was willing to begin to
create a political language of prevention of panic to go along
with the public health language of prevention of spread of the
virus when we passed the AIDS antidiscrimination law.
As you consider that law on the state level, as you
consider criminal sanctions, I urge you to ask the questions
about the divisiveness, whether the acts that you're taking are
ones that are going to increase a sense of security among all
citizens or in fact have a paradoxical eff0ct, because again,
I'll close by focusing again on the criminal law, when our
criminal branch received information that a shoplifter, who,
under the original facts of the case would have been fined $60 in
the Municipal Court in Los Angeles, when during the scuffle, when
the store employee stopped the alleged shoplifter, the alleged
shoplifter bit the store employee.

And on the way to the police

station the criminal indicated to the police that he had AIDS.
WE did not panic.

WE did not violate any civil rights.

We did

not violate 199.21, as we renewed an additional charge nf Health
and Safety Code Section 3353, a long-standing misdemeanor statute
which prohibits exposing another person willfully or negligently
to a contagious or infectious disease; that man, instead of heing
fined $60 and sent on his way, because of our diligent and nonpanicked response to the situation, is currently serving twelve
months in the county jail because

~ve

handled the situation in a

way that hoth protected his rights to confidentiality under state
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law and the public's right to be protected against harmful acts
on the part of people who know that they're committing harm.

Let

it never be said that anybody who intentionally acts to harm
another should go unpunished.

The issue that faces you, as it

faces every prosecutor in this nation, is how to best apply that
in an evenhanded manner rather than in a manner that irrationally
scapegoats people with AIDS and diverts our attention from the
more massive and more realistic problems that we face that you
heard ahout this afternoon.

In fairly allocating risk, in fairly

and equally distributing health care, in fairly and equally
creating an atmosphere of understanding so that we can deal \lith
this epidemic as a medical crisis and not in a state of panic.
Thank you very much.
CHAIRMAN TUCKER:
three of you very much.
MR. EDGAR KERRY:

Thank you very much.

We thank all

Now •.•
Mr. Chairman, could I make a few

remarks on behalf of the Department of Justice?
CHAIRMAN TUCKER:
MR. KERRY:

Okay.

Thank you, Mr. Chairman.

It uas my

understanding that I was supposed to appear as part of this panel
in response to issues dealing with law enforcement concerns.
would like to share with you some of the concerns that lan
enforcement has and respond more specifically to precise
questions which have been raised by the committee staff and by
the members of the committee.
Before I do that, I want to stress, however, that the
department is very concerned about mass mandatory testing and
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I

does not support indiscriminate testing.

Having said that,

however, we do believe there are some exceptions that should be
made, and I would like to explain with some precision what they
are.
The first question which has been addressed in this portion
of the panel is whether mandatory testing should occur for
persons convicted of other sex offenses, and the Department of
Justice's position is that there should be mandatory testing for
this select category of persons.

We're talking about people that

are charged with having committed specified types of sex offenses
like rape, like oral copulation, and like sodomy, and the reason
we believe that that exception should exist is because those
people have been victimized ••.
CHAIRMAN TUCKER:
MR. KERRY:

Wait

j~st

a minute.

Who are you with?

I'm with the Department of Justice.

CHAIFMAN TUCKF.R:

Okav, I'm going to let you go on, but

you're not on the agenda at all.

Well, be brief.

I have ... just

answer the questions if we have any questions, but I have ahout
10 or 15 more people who want to testifv.
so be as brief as possible.

We are over time now,

You're not on the agenda.

I just

gave you the privilege of coming up so that you could answer
questions, but you may go ahead.
MR. KERRY:
was on the agenda.

I'm sorry, Mr. Chairman.

That was the misunderstanding.

CHAIRMAN TUCKER:
MR. KERRY:

I was told that I

You're not on the agenda, so be brief.

Okav, I'll be very brief.

The position that

I nould like to suggest to the committee is that we do believe
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there should he mandatory testing for this limited category of
persons who are victims, that means they are not volitionally
involved, in the type of conduct that \vas described by my
colleague, by Ann Jennings.
The position, also, that I 'muld like to share with you is
that we believe that it ought not be so narrow that it covers
only specified sex offenses, but it should cover the types of
assaultive offenses

'~ere

there is a reasonable possibility that

you're having blood transmissions
victim.

bet1~en

the defendant and the

There 1Jas a recent case out of Indiana that is of grave

concern to law enforcement where an individual who was diagnosed
as having the HIV virus specifically was involving himself in
rather bizarre behavior.

His roommate was concerned that he

might commit suicide and called th.e police.

Before the police

arrived, the individual slashed both of his wrists.

When the

police arrived, the police were attacked ...
CHAIRMAN TUCKER:

~vhat

is your name for the record?

This is being taped.
MR. KERRY:

Mv name is Edgar Kerry with the Department

of Justice.
The police were attacked hy the individual, they were bitten
by him and clawed by him, and his statement at the time 1·:as to
the effect that "nov they 'l.vould have AIDS, z-,s \'Tell."

That is the

limited type of case where we have grave concerns that there
should be mandatory testing of a defendant for the purpose of
providing this type of information to the victim, so the victim
can take action for proper counselling, for proper treatment.
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There are intimate family decisions about things like marriage,
about whether to have children, about the continuation of sexual
contacts, about employment where one might be exposed to various
types of diseases or sickness Hhich could impact on a person
'rhose immune system is down as a result of having been infected
without their knowledge or voluntary action with AIDS.

Those are

the two major points I wanted to get before the committee.
On the other hand, we're extremely concerned, and I would
mirror the comments made by my colleagues and a number of others,
there should be a requirement that there should be follow-up
testing where the individuals has an initial positive response,
not just for liability but for the well-being of the person to
whom that information is being imparted.
Thank you, Mr. Chairman.
CHAIRMAN TUCKER:
folks.

Thank you very much.

Oka:', thank you

That was kind of slick, you got in here, you know,

without being on the aoenda at all, but you're here and we heard
your testimony.
That young lady there, in the front row with the green on,
will you please come up?

I also have a supplemental list.

I'm

going to hear from Ms. Priscilla Alexandria from COYOTE, Mr.
Morris, Dr. Steve Morin, Paul Self, and Helen Miramonte.
you know what I'm going to do?
three minutes.

Non,

I'm going to give each one of you

You have three minutes, and anybody else after

that who wants to present somethina and be on the tape can come
up and give your name and what you're all about.
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I have a timer.

Give your name, who you represent, and briefly your position
on whatever you want to talk about.
MS. JANE AREIAS:
Mothers of AIDS Patients.

My name is Jane Areias.

I am with

I am a mother of a 31-year old son

that has AIDS now.
My son is in the latter stages of the disease.
private insurance.

My son has

We are not ahle to get any medical

assistance, by that I mean attending care in the home, because
the insurance vrill not cover the attendant care, the RN.

So the

family is ... we're putting all our resources together to get
someone to come in to pay for the attendant care.
This disease is a devastating disease for the family.

It's

difficult for ... as it is, it's quite difficult for the person
that gets the disease.

It's more difficult for the family to try

and cope and understand what AIDS really is.

I, for one, am very

thankful that ':hen my son was diagnosed in November of 19P5 I
was, I made it a point to get very educated.

Thank you.

I went to get educated as fast as possible to learn, to learn
more and be able to cope with the disease, to be ahle to
unders~and

through.

what my son was going through and is still goin0
He is still in a complete state of denial.

It's quite

difficult to talk about this.
CHAIRMAN TUCKER:

I know, just take your time.

You have

more than three minutes.
MS. AREIAS:

What happened is that you just gave me too

much time to sit out there and think about it.
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I had the courage earlier and now it's quite difficult to get
up here and now that you've given me time to talk about it.

My

main concern now is that when this disease hits the family, the
family does not know how to cope with this disease.

Families,

number one, the person with AIDS needs counseling to begin with
when they're first diagnosed.

Family members need a tremendous

amount of counseling to be able to understand the disease,
counseling and also education, and it's extremely important.

I

have seen so manv families that have gone through this disease
and have gone through this in their home, their lives, every
single week I lose someone to AIDS.

And I am just as frustrated

and angry as the doctors are, because it's a family that you get
close to, a family that can only turn to myself,

~s

a mother,

with a person with AIDS that understands what true suffering
really is, and also people with AIDS that have a difficult time
telling their family members, especially their parents, that they
do have the disease.
all.

I'M not just talking about homosexuals at

I'm talking about women also with AIDS.

recentl,, that led her 14

I lost a woman

old daughter to AIDS.

I have a

young lady that has two children, one is two, the other one is
six years old, that also has AIDS.
husband also has AIDS.
ill0gally.

The mother has AIDS and the

The parents are here in our country

They do not have any support but myself.

They do not

have any means of getting any kind of money to help them out.
The children are the only ones that do get some kind of support
and also financial support and medical attention.
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I have actually had ... this is such a horrible, devastating
disease that it's very difficult to talk about.

So many

different f2milies I have encountered on a daily basis.

I had a

man leave recently that went back to Mexico that has a family of
four.

The youngest, I •·elieve, is a couple of years old, and

also has a wife.

He could not find any services in Los Angeles

to help him because he was here illegally, and he decided that he
was going to go home, back to Mexico to die because there was
just nothing here for him.
living any longer.
mental support.

He had no incentive to continue

He didn't have any support, financial or

He could not face the disease.

He has not, up

to now, been able to tell his family or his wife.
I've come in front of uou and I thank you so much for
allowing me to come up to you to plead with you, to ask you to
please allow more services for people with AIDS and their
families.

I understand the need for testing.

Testing is not

really the issue, and all the money you would be spending on
testing should be spent with people with AIDS and to also help
their families.

It is greatly needed.

People that are diagnosed

with AIDS live a very secluded, sheltered life.

They are

re;ected from society, but it's because we have done that to
them.

We have to open up our hearts to these people.

We have to

give them love, understanding, and a tremendous amount of
compassion, and let them know how much they are loved by society.
Thank you.
CHAIRMAN TUCKER:
Wilbert Jordan.

Thank you.

Dr. Wilbert Jordan.
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I'd like to have Dr.

DR. \"1ILBERT ,TORDAN:

Thank you, Mr. Chairman.

I am at

the King Drew Medical Center where I am director of the AIDS
program.

I also am in private practice in Inglewood and L.A.

where I have personally treated over 300 patient \vith AIDS and
AIDS-related problems.

My comments, then, are very personal,

based on my experience.
In terms of the first issue you asked me to address, testing,
I would strongly emphasize that education, particularly as it
concerns the minority community, is much more needed.

Still,

today, particularly Black patients, and I can speak for
Hispanics, but particularly Black patients--bisexual, homosexual,
and heterosexual--are doing the same sexual acts today, the same
way, as they did five or ten years ago.

The education which has

been disseminated in the L.A. community has been really for the
gay White community.

It has not been for the minority community.

It has certainly not been for the Black community.
of that, very little change has taken place.

And because

What is needed nore

than anything is a concerted effort to provide, to develop and
create, the kind of education material that is needed by those
persons who are at high risk in the Black communitv, and do it in
such a way that they will read and understand it.
Every vreek I see patients who come in who have had contact
with someone.

They can describe the person, and in describinq

the person the person will have signs of AIDS, either swollen
lymph glands, blotches on the face, creight loss, but those
symptoms are not registering to the persons as being
AIDS-related.

If I ask my patients if they've known someone who
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has died in the past year with pneumonia, meningitis, etc.,
things that we associate with AIDS, most people do, but they
don't realize the patient had AIDS.

They will know a 20-year old

who died of pneumonia, or a 28-year old dying of meningitis, but
no one thinks of it as being AIDS.

So the majority of people

still know of people '"ho had AIDS but it has not registered that
this is AIDS.

And the overwhelming thing that is needed in the

Black community is education, education directed at the people so
that they can themselves understand and know.

That has not been

done so far in L.A. County given Phat has happened.
In terms of the second issue that, I'm sure, Dr. Maisonet
really dealt with, the drug part:

can we anticipate an increase

in AIDS in the minority community?

Yes.

In the past four weeb>

the majority of my patients whom I've seen have been bisexual,
married men who come in HIV positive or with ARC.
One wife delivered a baby last week.

One has AIDS.

That poses a lot of issues

in terms of confidentialitv, not just to his wife but also to his
job, etc., because from my experience, ,,:hen the employer learns
my patients are HIV-positive or have AIDS, they lose their jobs.
If the insurances learn it, they lose their insurance, so it
poses several problems that really haven't been addressed to me.
CHAIRMAN TUCKER:

Now, just one moment.

We had a

gentleman here earlier, I think before you came, who testified
that they could not cancel your insurance.
DR. JORDAN:

I heard him sa" that.

CHAIRMAN TUCKER:

If you are diagnosed as an AIDS

patient, they could not cancel

~·our
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insurance.

I would like very

much, if you know of any instance where this has happened, to
please let us know.
DR. JORDAN:

I will he glad to, because the way it

usually is done is, the diagnosis for what is done, for the
patient, goes back to the insurance.

The insurance then calls

the employer and says, "This employee has an AIDS-related problem
or is beina tested for this."
raise his rate.

If he continues to work, they'll

The employer then starts doing things to either

loFer their position •.. I have one patient right nov who was a
7

high manager at one of the food chains.
sent into his insurance.

He got sick.

It was

The insurance called the employer,

basically, and he's now been demoted to a level where he no
longer has insurance.
CHAIRNAN TUCKER:

ll_nd you have documentation that this

has actually occurred?
DR.

~TORDAN:

I have documentation, yes.

CHAIRMAN TUCKER:

We'd like to have that.

I think you

should give tha.t to the committee.
DR. JORDAN:

In terms of are there indigenous

institutions in our minority community, I think the King Drew
Medical Center would be an ideal place to have an institute to
treat AIDS patients, to treat, to provide a hospice center, as
well as to educate the communitv.

I cannot underscore how

important it is to educate the community.

The most important

thing that is needed in both the Black and the Hispanic community
is education.

But it has to be done within the community by

community leaders.

There are cultural differences, there are
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cultural (inaudible) that one has to understand, and unless those
things are taken into consideration we trill have a lot of
beautifully produced pamphlets, tapes, etc., hut it will not
cause a change in behavior to the recipients, and that's nhat's
important, and at this point in time most of Fhat has been
produced has not caused any kind of change in behavior.
CHAIRMAN TUCKER:

How do you propose getting to these

people in the high-risk area that you are dealing with on a daily
basis?

How do you propose doing that?

It's in the newspapers every day.

The media is full of it.

It's on TV everyday.

How do

you get to those other people who aren't reading the ne,•spaper or
aren't looking at the TV.
DR. JORDAN:

Right.

One thing I would like to do,

because I have a lot of AIDS patients Hho are doing quite well.
All of roy patientR have not died within two or three months and
certainly (inaudible).
CHAIRMAN TUCKER:

"on mentioned education.

How do we do

that?
DR. JORDAN:
do, first of all.

A lot of AIDS patients need something to

They get the disease, they lose their jobs,

they become demoralized.

I

~~uld

like to identify the high-risk

areas of population, hasically copying off of the smallpox
program that we did in India, I would like to have a door-to-door
campaign to educate people.

That's what I vrould like to do, in a

nay that they can understand, because I have ...
CHAIRMAN TUCKER:

If you came and rang my door'ell, I

would take exception to that.

I don't think I would want vou
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ringing my doorbell.

You know there are certain people Hho come

around every Saturday and Sunday ringing my doorbell.
the days I like to relax.
do you get to them?

Those are

How do you get to those people?

How

Are you going to ring their doorbell?

are vou going to tell then?

What

"I'm here to talk to you about

AIDS."
DR. JORDAN:

You either rina, doorbells or you could get

the churches involved, too.

One of the prohlems we've had in the

BL.'.ck community has been the lack of involvement of the churches.
We've just not gotten one or two churches to really become
involved, and until the community's organizations and
institutions that exist in the community become involved and
start doing this, it won't happen.

If vou listen to the Black

radio stations, you don't hear the word AIDS mentioned at all,
except perhaps one community program at two o'clock in the
morning.

You do not hear any kind of information in the Black

newspaper, the radio stations, the media that really
kids listen and understand.

~ake

It can't just be one thing.

tended to do too much of a one thing type of approach.

those
We've

It has to

be a multifaceted approach in terms of the churches, other
orqanizations, the news media, all things really making a
concerted effort to do this.

Otherwise we are going to see more

people HIV-positive.
This month I have had three mothers deliver "ho \vere HIVpositive deliver HIV-pos

ive babies.

We're going to see more

HIV-positive infected women getting pregnant with babies that are
going to end up getting AIDS or dying very shortly.
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It has to he

a verv concerted effort.

I

~~uld

not pretend to be able to give

the answer as to how it should be done, but I think it has to he
developed from within each of those communi ties.

Othen·lise,

'Vle

are going to see a larger group becoming infected and becoming
ill.
CHAIRMAN TUCKER:

Once upon a time in the County of Los

Angeles, we had an extensive, an extensive health education
program.

In every health jurisdiction we had a few health

educators •••
DR. JORDAN:

That's right.

CHAIRMAN TUCKER:

... ~~ho went into the community, went

into the schools and did everything they could about any
diseases.
Toda,,, how many do we have in Los Angeles County?

Two or

three, in seven million people ... you're shaking your head, lady?
We have more than that?
WOMAN:

No!

CHAIRMAN TUCKER:
there.

How do we do it?

v?e don't have health educators to go
What do we do?

We have a lot of money.

Two billion, one hundred million dollars surplus.

How do we get

to those people?
DR. JORDAN:

Health educators, public health nurses, are

ideal, hecause in terms of those people, puhlic health nurses,
public health investigators ...
CHAIRMAN TUCKER:

Our pnblic health program in Los

Angels County has ...
DR. JORDAN:

Is zero.
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CHAIRMAN TUCKER:
DR. JORDAN:

Yeah.

And if v.Je had, I can't say the funding, but

I wish we had at least, in those minority community levels, the
ability to develop a program built around having public health
nurses to go back into the community, whether they are countyemployed nurses, state-employed nurses, medical school-employed
nurses, it doesn't matter, if we had those bodies, because those
are the persons who have the medical training and the social
skills to be able to educate very well.
can'~

problem I

And to solve that

think of any other group of people who could do

i t as well as a group of public health nurses.
CHAIHMAN TUCKER:

May I make a suggestion to you?

Contact Senator Watson's office.

She is having a hearing, and I

think it is going to be in Ingle\-TOOd or Hav.rthorne on some of
these issues and maybe you can get on the agenda there and
express your viens.

Certainly I think she would be delighted to

hear from you.
DH. JOHDAN:

Thark you.

CHAIRMAl'J TUCKER:
Alexander.

NO\'l

we are going to have Priscilla

Thank you very much, Doctor.

MS. ''RISCILLA ALEXANDER:
giving me a chance to speak.

Good afternoon.

There are a number of issues that

have come up ...
CHAI:RMAN TUCKER:
MS. ALEXANDER:
CHAIRMAN TUCKF.R:

Thank you for

Jnst give me your name.
Priscilla Alexander.
We are recording.
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MS. ALEXANDER:

My name is Priscilla Alexander and I am

Co-Director of COYOTE which is a prostitutes' rights organization
based in San Francisco but with chapters in several states.
I am also the education coordinator for a new organization
called the California Prostitutes Education Project, or CAL-PEP,
which has been given a grant by the State Office of AIDS to dn
AIDS prevention education among street prostitutes in San
Francisco, which I think is directly responsive to what you were
just asking.
CHAIRMAN TUCKER:

Have you found that those people who

are picked up, who are allegedly engaging in prostitution, and if
they have condoms in their possession ...
MS. ALEXANDER:

I was going to talk about ...

CHAIPMAN TUCKER:

... this is beinq used as evidence

against them?
MS. ALEXANDER:

I uould like to submit for the record a

police order that was issued by the San Francisco Police
Department on April 10, 1987, following a year and a half of
discussions with the District

Attorne~r,

who had trouhlR

understandina why condoms were necessarv.
Finally, the public health department put some pressure on
him, and they have stopped

confiscatin~

condoms officially,

although after 11 o'clock at night some police are still doing
it.

This is done in Los Angeles and Sacramento and San Diego and

probably in every majority city in the United States.
that in Boston it's been a controversial issue.
discussion of it.

It's a widespread practice.

I know

There's been
It predated AIDS

by a long shot.

I mean, hecause prostitutes have used condoms

since condoms were invented.
Yes, for the record.

This document.

I also have been a consultant to Project AWARE which is an
AIDS research study in San Francisco looking at the risk to
women.

They have looked at women with five or more sex partners

in the three previous years where one or more sex partner was
known to engage in high risk behavior.
One of the things that I did

~as

help them devise the

questionnaire to find out what we need to know, in order to know
whether prostitutes are likely to transmit.

One, we want to know

who is infected and, two, we wanted to know if they are engaging
in hehavior that is likely to transmit the virus.

So, the

questionnaire is quite specific about sex acts and use of
condoms.
I am also co-editor of a hook on prostitution that has just
been published.
Proiect Aware is the only study in the country that has
looked at a significant number of people.

It's noH over three or

four hundred people, I am not sure which, that compares
prostitutes and nonprostitutes.

What they found was that the

percentage of prostitutes who were infected was exactly the same
as the percent of women who have never engaged in prostitution.
There are some differences in the risk fRctors.
All the prostitutes were all IV drug users.

The

nonprostitute women were •.. sometimes had no history of IV drug
use and sometimes ... there was one

-

5

~-roman

who had only one sex

partner in her entire life.

The studies that have been done all

across the country have found different percentages, depending on
the incidence of AIDS in the community.

The highest was in a

methadone maintenance program in New Jersey

~hich,

of the people there had a history of IV drug use.

of course, all
In Miami they

looked at ... in New Jersey, they found about 56 or 57 percent.

I

also have a paper that I can give you copies of that have all of
this in detail.
The lowest figures were in, I think, in Nevada, where they
tested women in the brothels.

None of them were antibody

positive.
In Miami, Margaret Fischall, 'rho was mentioned earlier, also
studied escort service workers and none of them were
seropositive.

And all across the country the risk factor is IV

drug use or an ongoing long-term sexual relationship with a man
Hho uses IV dn1gs and doesn' + nse a condom.

The v1omen who use

condoms all the time, none of them were seropositive.
In Nairohi, there is a study that looks at condom usage and
there they found the women who used condoms at least part of the
the time had a lower incidence of AIDS HIV infection than women
who didn't use them at all.
Now the studies that have heen done have found that
prostitutes use condoms a great deal, that 80 percent of them use
them at least some of them.

And,

~s

I said, 4 percent use them

all of the time, meaning including with their lovers.
One of the agendas of COYOTE since we first realized that
this disease was sexually transmitted was to get condom use to he
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total so that no prostitute would ever engage in a sex act that
carried any risk without using a condom.

That includes fellatio.

Manual stimulation probably carries no risk.

The two practices

that are most common in prostitution are fellatio and manual
stimulation.

Vaginal sex is way down in incidence and anal

intercourse is rather rare.

Prostitutes do not generally engage

in terribly high-risk behavior.
It is borne out in the fiqures about AIDS infection among
heterosexual men.

It is very, very low.

There are about 800

men, maybe, who have it from presumed heterosexual transmission.
In fact, it's less than 200 men where it is documented
heterosexual transmission, and even those fiaures are suspect, I
have heen reading, because in Nev1 York uhere they have the
highest number, v1hen the'' really start interviev.Jing them, it
turns out that very few of them have no other risk factors.
The Center for Disease Control feels that prostitutes have
not been transmitting

rus, and it's something we have been

watching veru closely because I don't want to give false
information.
Prostitutes are an easy group to scape9oat because there are
very few people Hho come to their defense but, in fact, they are
not infecred in great numbers unless they are IV drug users and
IV drug use is probably confined to about 5 percent of
prostitutes, and thev are practicina safer sex than anv other
group in the country.
I am concerned both about the mandatory testing and the
reporting of the results.

I am extremely concerned about the

increase in 647B to a felony for someone who is tested positive,
where there is no discussion of whether what she agreed to, which
is what they get arrested for now, was safe sex or unsafe sex.
There are also customers \lho are the ones '\1-?ho refuse to use
condoms, who will not be caught up in this process.
test prostitutes, although the bill is neutral.

It will only

I am concerned

that if test results have to be reported of prostitutes or if
prostitutes who knmv their antibody status is positive could then
be hit with a felony charqe, then prostitutes will stop being
voluntarily tested, and they have been going to the alternate
test sites because they want to know their status.

They also

will not be able to participate in voluntary studies and so
studies like Project AWARE studies \·muld come to a halt, hecause
the women who are ... it's very, very important that we be able to
assess the current level of risk.

I think this bill would make

it very, very difficult, would make it difficult to do outreach
to prostitutes.
One of the reasons this order was handed dorm was that there
were street outreach teams in San Francisco giving condoms to
customers, I mean to prostitutes, and then the police were taking
them away, which Pas a waste of the Department of Public Health's
mone...

There are thousands of condoms distributed in San

Francisco every day.

The groups that are doing it are CAL-PEP,

Mid-City Consortium to Combat AIDS, Larkin Street Youth Projects,
Project AWARE, URSA is beginning to do some work with male
prostitutes, which Larkin Street also does.
Los Angeles.

UCLA is doing it in

Bayview Hunters Point Foundation and the
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Multi-Cultural Alliance to Prevent AIDS are working very hard to
distribute condoms and safe sex education to IV drug users, in
particular.

That includes the prostitutes who use those drugs.

I urge you to defeat that bill.

What would be more

appropriate is that if anu prostitute, male or female, were to
test positive, they could go to some place in the Department of
Health or the Department of Social Services and get immediate
funding, similar to SSI, or disability or workers' compensation
to enal)le them to stop working immediately.

Also, that they

would get immediate admission into a drug treatment program so
the'.r could stop using the drnc:s.
infected are drug users.

I mean the women that are

The reason they are prostitutes is

hecause they can't afford the drugs.
Dr. Maisonet said they earn
sorry, they earn ahout $200.

~5,000

to

s~,000

It is hard work.

a day.

I am

They are not in

it for ... the drug users are not in it because they want to do
this work.

If thev can get help to get out of prostitution, they

will take it.
CHAIRMAN TUCKER:

Thank you very much for your

testimony.
How manv people want to testify, have something to sav?

I am

going to hold, I am definitely going to hold you to three
minutes.

I have to do it, we can't stay here because we are

paying these people who are working up here overtime.
Next witness, please.
MS.
Miramontes.

PEL~N

"IRAMONTES:

Thank you.

My name is Helen

I am President of the California Nurses Association.
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I think, maybe, you are aware we have opposed all the mandatory
testing bills.

I am not going to talk about those testing issues

because thev were so well addressed by other speakers.

I do want

to support one of the physicians that spoke about the lack of
kno• ledge among health professionals.

I \lant to support what he

had to say about the education of health professionals.
Unfortunately, we cannot assume that because someone is a
health professional that they have kno,Tledge about this disease
and know how to counsel patients and knovl how to treat them.
What we have done in the nursing association is we have focused
on educating nurses, primarily.

We received a grant last year

from the Department of Health Services, state Department of
Health, through the Office of AIDS to educate health workers.
What we did is targeted about 800 health professionals from
different facilities from throughout the state who, in turn, went
hack to their local agencies and then, in turn, educated another
18,000 or so.

I realize that's only a drop in the bucket, hut we

are continuing that process through a second year grant.
Hope full '

7
,

He can do this on a very systematic and prolonged

effort because the association has made AIDS a top priority.
If vou have any questions for me, Mr. Chairman, I'll he glad
to answer them.

Otherwise, that is the end of my testimony.

CHAIHMA:t:-! TUCKER:

~'ou

are Helen Miramontes?

Okay, that

was kind of slick.
MS. MIP.AMONTES:
CHAIRMAN TUCKER:
Let's hear

f~om

(Laughter)

But ...

You were at the bottom of the list.

Mr. Morris Knight, who is kind of slow and let

you get up there and beat him out just now.
-J(l-

Mr. Morris Knight?
Kight.

Kite?

Kight?

Let's go to Mr. Steve Morin.
DR. STEVE MORIN:

Dr. Steve Morin.

·~

Well,

don't have Mr.

Dr. Morin?

Thank you, Mr. Chairman, members, I am

I am Assistant Clinical Professor of Medicine

at UC San Francisco.

Also the Chair of the American

Psychological Association's Task Force on AIDS and the incoming
President of the California State Psychological Association.
I vmuld like to present for the record a document from the
Coalition fnr AIDS Prevention and Education ...
CHAIRMAN TUCKER:
DR. MORIN:

Fine.

With your permission, this is a document

that has been adopted by 24 national organizations, professional
orrani~ations

in mental health and substance abuse treatment,

including the American Psychiatric Association, the American
P~ychnlogical

Association, the American Nurses Association, and

the National Association of Social Workers.
There are very few things that those groups agree on.
them is this four-point plan for AIDS prevention.
edncation.

Point one is

By education we refer to basic information ...

CHAIRMAN TUCKER:
DR. MORIN:

DR. MORIN:

We have three minutes now .

... about how the AIDS ...

CHAIRMAN TUCKER:

Okay .

... uirus is transmitted.

The second point is much more crucicc1.l.
counseling.

One of

It involves

Counseling involves an individualized assessment.

This goes back to your question about how we get people to change
their hehavior.

First of all,

'~

need to work one on one with
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people so that thev understand exactly in their behaviors what
puts them at risk.

Then they need a specific prescription of hrn1

to avoid, in the future, risk of infecting themselves or
infecting others
The third point is that we want to encourage voluntary
testing.

We do that by strong confidentiality requirements

associated with the testing.
And the fourth point is what you have heard very clearly
today, is that we need protections against discrimination based
on HIV infection.
With those four points, we know that prevention can take
place.

In San Francisco studies have indicated that the rate of

new infections has dropped to near zero.

In the last four years,

out of a sample of close to 1,000 there have been only 32 people
wh0 have been infected in the last 4 years.

In another large

study in San Francisco in the last 14 months, zero.
sinr:le man in that study has been a

ne~-~

Not one

infection.

It proves that with proper education, with counseling, with
confidentialit•• and anti-discrimination protections that we can
stop the spread of this virus.
Thank you, Mr.. Chairman.
CHAIRMAN TUCKER:

Thar:k you very much.

Mr. Paul Self.

Is there a Mr ... who are you, sir?
MR. PRANK RICKTF:R:

M'' name is Frank Rickter.

I just

signed the list.
CHAIPMAN TUCKER:
MR. RICKTER:

Okay, did you want to say something?

Yes, sure.
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Thank you.

CHAIRMAN TUCKER:
Okay.

Come on.

Get in line.

Is Paul Self here?

No?

Let's go.

MR. RICKTER:

My name is Frank Rickter.

representing Citizens for Medical Just

I am here

and we are also part of

the Stop Doolittle Coalition.
I want to be very brief so I would like to present our
position statement on the Doolittle bills for the record here.
In addition, I nould like to say it has been really clear,
listening to the testimony here, that essentially everyone who's
testified understands that AIDS is a complex, social, economic
and medical problem.
solution.

It is not really subject to criminal

AIDS is not a crime.

Doolittle's attempt to treat

AIDS as if it were a crime is not going to work to prevent the
spread of this disease and

it'~

not going to address any of the

real burning issues that exist out there.
One of the reasons why our group came up here today was
because we were very distressed at the fact that so many of the
Doolittle bills, and

~ve

are talkinu specifically about SB 1000

through SB 1008, have been moving so rapidly through the Senate
We believe that it has been demonstrated by the people here who
have already spoken that the people of the State of California
are not interested in phony solutions to this problem.

We are

interested in real solutions and we want you all to know that we
vlill be '"atchinq to see whether your committee and the other
committees here have the courage to recognize that this emperor
has no clothes and to stop Doolittle.
Thank you.
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CHAIRMAN TUCKER:
MR. CHRIS BOWMAN:
Chris

Bo~~an,

Next witness, please.
Mr. Chairman, Assemblyman Agnos, I am

the past president of the Concerned Republicans for

Individuals Rights.
I regret that the Republican colleagues have left for the
day.

The remarks that are directed towards the committee are

directed at both parties.
The first thing is I want to emphasize that the issue of
testing, there are three different types of testing that take
place.

There is first, voluntary testing, whether it is

anonymous or confidential.

Then there is the routine testings

that are addressed in SB 1000 and SB 1003 \Jhich deal with testing
a person automatically, unless a person signs a waiver which is
placed into the person's medical record.

Then there is mandatory

testing.
I attended a conference at the Centers for Disease Control in
Atlanta hack in February and the consensus of ... I would say
probably 696 out of 700 people there was that they were opposed
to mandatory testing, yet Senator Doolittle has introduced bills
that specifically deal with mandatory testing.

There was also

discussed routine testing but there were two definitions for
that:

one,

'~ich

we described in SB 1000 and SB 1003, one which

talked about the prior written consent of the person being
tested.
The vast majority of the people who reported back from the
cooonittee sessions at that conference indicated that they opposed
the forrer and favored the latter, because consent is very
inportant.
-lhS-

There is a problem with the idea of routine testing, where a
person can indicate that they don't want to be tested.
sa"s that is consensual.

Well,

~ight

Someone

nou, Senator or Assemblyman

Agnos introduced AB 403 two and a half years ago, vhich stated
that the test results cannot be used f0r employability or
insurability.

It doesn't state, however, that the fact that you

have a little certificate in your medical record which is
subpoenable by any insurance

compan~1,

that if you have that

little certificate stating that you declined to be tested, that
that certificate could not be used for employability or
insurability.
It is a real, real big can of Forms.

I hope that this

committee does not open that can of worms by allmving that type
of lanquage in.
The final point is the issue of resources.
c11rrently is spending $63 million on AIDS.
Governor approved in the latest budget.
of that is going to education.

The state

This is what the

About $11 or $12 million

Some of it is going to testing in

alternative testing sites, some of

is going into research, a

lot of it is going to the health services bureaucracy.

I think

it is important to note if every pregnant woman were tested, that
is 400,000 women every year, and under the routine testing
provisions of SB 1003, veru few women are going to use that
option of not being tested, you're talking about at the rate of
reimbursement, that say provides $44 per test, plus counseling,
you're talking about $20 million a year.
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There have been 17 per ina tally tran

cases of AIDS in

the state as of April, the end of

is

So vou

beginning of the epidemic.

be

2

million ..•
CHAIRMAN TUCKER:

':'hat is ass

state

all of them.
MR. BOWMAN:

It cou

That is a good po

less,

depending on the percentage of people who are covered unde
Medi-Cal, nr what have vou.

Otherwise, you are talki
the $44

individuals having to come up

s.

Soc

will have to come up with that t20 million.
What I am saying is that mass

scale tes

it is voluntary, whether routine or
allocation of our resources.

You

an equal expenditure of

on

~oney

,

11 save

j

s not the
more 1

s

Thank you.
CHAIRMAN TUCKER:
MR. BOWMAN:

No, I am a former educat

CHAIRMAN TUCKER:
MR. BOWMAN:

, s

Jlre you an

The~e

is a certa

... aide to Senator Milton Marks.

CHAIPMAN TUCKER:

There are certain

1

issues that can be subpoenaed into a court of law,
opened to the court.

Cannot be opened to

court!

does ascertain that the subpoena duces tecum '
obeyed.

con

i

cannot
The
to and

Oka:r?
MR. BOWMAN:

I 1:nderstand that.

But I also understand

in talking to the physicians from the Bay Area Phys

ians for

1

Human Rights that essentially if you do have certain documents in
there, whether it is testing results or what
are subpoenahle.
CHAIRMAN TUCKER:

They are subpoenable.

subpoenable, but it is not divulged in a court of
confidential records.
MR. BOWMAN:

~~R.

, those

Okay?
Okay.

CHAIRMAN TUCKER:
Floyd left.

is

Next one.

Well, novl I am sorry Mr.

He would have greeted you.
T•T

R.

TIMBERLA.KE:

I did not want Mr. Agnos to go

home without my presence.
CHAIRMAN TUCKER:

You know, I ¥rant to tell you I admire

your sense of humor and your ability to go on and you get a lot
of ribbing, I know that, and sometimes it's not very nice and you
take it and it rolls off your back and you go right on
~rhat

you have to do.

You may proceed, :.ir.

MR. TIMBERLAKE:
pastor.

you do

The boss I used to work for is a

He told me to love everybody.
CHAIRMAN TUCKER:
MR. TIMBERLAKE:
CHAIRMAN TUCKER:
MR. TIMBERLAKE:
CHAIRMAN TUCKER:

All right.
.... try.
_(.

It's not easy, is it?
No.

Love in a general sense.

Reverend Timberlake, give your name

and who you represent.
MR. TIMBERLAKE:

My name is W. B. Timberlake Hith

Committee on Moral Concerns.
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I realize that most of the people who

11 listen to these
we d

bills tomorrow and the next day are not
somehody from the side that I represent.

'l:vant

notice

I

people who were invited, most of them are

fess

ls

to treatment for people with AIDS, <md ne are not against
treatment.

We think they ought to have more money.

We

11 talk

about that in just a moment.
The kind of people that we represent, they don't come in
buses and so forth normally, unless there is a question of the
separation of church and state, in which case they would flood
out, of course, many more, because that is an official position
on their part.

However, our particular members and others like

them have a great concern about the approach.
somethinq ought to be in here.

For

We felt that

, I want to talk about

three fears and then I am through.
The first fear is the fP-ar of employees ''1ho work vi th fel
employees who have AIDS or develop AIDS.

We know that is

supposed to be irrational and yet at the same

Centers

for Disease Control have told us again and again
virus is transmitted through blood or semen.
kinds of employment in >vhich peop
the job.

hlo0d

There are many accidents, so

machinery people, and ''hat not.

So I don't

AIDS

There are many
joh

and so on, clerks
that fear

is irrational, that they might ... that they won't aet AIDS on
job, the fears that they might get AIDS, because the last
statement has not been made on that, even hy the Centers for
Disease Control.

That is the first fear I wanted to address.

-Hi9-

on

CHAIRMAN TUCKER:

~:ou

have to get hurt and they bleed,

there is a concern there, so ...
MR. TIMBERLAKE:

The concern is that people will be,

under one of the bills, that people \rill be employed if they can
get a notice from their doctor that they have AIDS, they will get
in the employment line and get the preference or at least the
consideration that other minority groups get.
Now, many of the employment relationships have to do with
hard physical work.

Many of it has to do with the shedding of

blood as they work.

We won't mention the semen there, because

that is not necessarily a part of the injection at this point.
They do get bloody.

Just the fact that the police were

scared to death when this fella cut his wrists and put it all
over him and said, "Now, you're gonna get AIDS."

I imagine there

was a great deal of fear there for a while until they were
counseled out of it.
CHAIRMAN TUCKER:

That is an isolated inc

person who was probably mentally deranged.
MR. TIMBERLAKE:
that regard.

Yes.

Possibly.

th a

Is that not correct?
And this is a point in

It has been determined, and Mr. Roberti has a

in which he points out that the greatest difficulty

11

AIDS is

the fact that a great number of them, and some surveys have said
25 to 30 percent of all the people who have AIDS, have mental
dementia.

To put those people in places where they are movin0

people and people-mover outfits and buses and trttcks and working
on machinery where they crush a finger or cut themselves.
One of the nurses recently that got AIDS ...
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CHAIRMAN TUCKER:

Ho-v1 do you come to that conclus

that there is mental dementia when a person i

diagnosed or

s

AIDS~

MR. TIMBERLAKE:
CHAIRMAN TUCKER:

Nell, t-he
I mean after they have been diagnosed,

possibly because they are told they have a

short time to

live.
MR. TIMBERLAKE:

Well, I \ras talking about Mr. Agnos 1

bill.
CHAIRMAN TUCKER:
Agnes' bill.

No, Pe don't want to talk about Mr.

He doesn't have a bill before this committee.

MR. TIMBERLAKE:

I thought you were cons

ing all of

the AIDS bills.
CHAIRMAN TUCKER:

What would you do if a person walks

out in the L Street, a bus hit him, blood all over the
\~uld

you want to take a test for AIDS hef0re we transport?
MR. TIMBERLAKE:

Do I get my

s?

I'll answer

your question.
CHAIRMAN TUCKER:

"ou've had

a

ady

hut I'm just

giving you some more time.
MR. TIMBERLAKE:

There are manv cases

example, police people, emergency veh

le peop

people, for
objected,

and in one of the amendments, in one of the bills, I vill not
call it, the fact, they were amended out of it as not be

to

have a test of their employees in regard to the presence of AIDS.
This is a very great fear.

I see it may be to some of the people

irrational, hut it's not to the people who work where blood is
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spilled accidentally in the course of accidents or accidents on
the street or at work in buildings, fires, and so forth.
a fear that may be irrational, but it is there
addressed.

This is

needs to be

I don't think it's irrational.

However, Pow, the second fear is the fear of the AIDS
patients, of the disclosure of their condition, may cause or will
cause discrimination in society, in jobs, in social intercourse,
passing to and from in groups.

That's another fear.

The third fear that I want to talk about, and this is ny
definite statement, the fears of the public that state money Hill
not keep up with the exponential growth of AIDS that will
continue to grow and will not he stopped by voluntary testing.
It'n already been proven that most people will not voluntarily
test.

Tremendously and disastrously, this ''ill increase unless

there is at least some mandatory testing in some cases, and we
believe that that should be done or else the State of California
may go broke with the treatment of AIDS patients that could be
stopped if there is some mandatory testing.
Thank you.
CHAIRMAN TUCKER:

Specifically in what area are we

talking about, mandatory testing?
MR. TIMBERLAKE:
were here before.

Well, there were several bills up

I thought, since you had heard them ...

CHAIRMAN TUCKER:

No.

Now, listen, vour idea of uho

should be mandatorily tested ...
MR. TIMBERLAKE:

There are some bills, we're in favor of

some of those bills, one on the prostitutes, we're in favor of
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that testina, we're in favor of the sex cr

favor of the marriage

uas

and I understand

CHAIRMAN TUCKER:

There are eight of them,

s.

Are you

of a

Is there any that

MR. TIMBERLAKE:

out, but

of marriage

we're in favor of the test

Doolittle bills?

testing, we're in

t all the

do not approve of?

We have not supported all of them.
~ut

we have supported the idea, in

general, that testing needs to be done
CHAIRMAN TUCKER:

certain specific cases

But you have not given any opposition

to any of the rest of them?
MR. TIMBERLAKE:
CHAIRMAN TUCKER:
MR. TIMBERLAKE:
CHAIRI~N

TUCKER:

MR. TIMBERLAKE:

Oh, "es, we have opposed some of them.
Which have you opposed?
I'll have to go get my briefcase.
No, that's all r
We have a great

of

lls,

't oppose

of

one or two of them we didn't take a posit
CHAIRMAN TUCKER:
MR. TIMBERLAKE:
CHAIRMAN TUCKER:

You d
We didn't oppose

No, I notice the

Club, on each one of the bills, took a posit
you're

I'm just wondPring, you know,
their recommendation or

you

a true

of them, no.
1

VJOmen IS

of

' so

ing along
tment that

all these people should be isolated.
Thank you so much, Reverend Timbe lake.
MR. TIMBERLAKE:
CHAIRMAN TUCKER:

Well, ;solated, I haven t ...
Mandatorily tested.

please.
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Next person,

MR. TIMBERLAKE:

Harmon.

Thank you.

CHAIRMAN TUCKER:

Thank you, sir.

MR. GARY HARMON:

Mr. Chair, committee,

name is Ga

I am a person with AIDS and I am from the ARC-AIDS Vigil

in San Francisco, California.

Our group is a civil disobedience,

24-hour protest that has been handing out AIDS information and
providinq condoms, sterilization materials, without charge •..
CHAIRMAN TUCKER:
MR. HARMON:

How much are you going to read there?

I'm sorry, it's just two paragraphs.

Law"ers, doctors, junkies, clerks, bums, and just average
folk regularly drop by for information.

Our first difficulty

talking with them is to overcome their denial that they, too, are
at risk.

With behavior change, risk education, some wish to take

the HIV test.

With their previous denial stands in their way

because their prejudices are held, and also those are he

by

mainstream society.
In San Francisco, you can wait up to six weeks or more r
now for testinq at the only anonymous test center that we have.
It',-; in a gay neighborhood.

I Fould like to offer to you that I

don't think there are very many bisexual or straight people who
would like to go into that neighborhood for anonymous test
yet they're heing forced to.
As the man testified previous to me, saying that he doesn't
think that there are that many people willing to voluntarily
test, and I'd like to suggest that there is no need for this s
week waiting period and what is the reason?

Expansion of the

numbers of clinic locations of anonymous testing facilities wou
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be one positive step the Legislature could take.
be to have accurate, nonjudgemental
th~

Another would
distributed to

public which specifies the risk and the s

take to avoid the risk.

One veh

necess

s was AB 87.

le for

understanding that the distribution of Surgeon

Ge~eral

to
Our

Koop's

report has been dropped, and we view this as a lost opportunity
to educate people.

Education and behavior change may be an

unpopular solution to the AIDS epidemic, but the epidemic
continue to spread without these efforts.

11

Any legislation which

provides a confused message to the public about the possibility
of HIV infection, which has as its effect coercive testing, will
impede our efforts to control this epidemic.
CHAIRHAN TUCKER:
MR. TOM NOLAN:

Thank you very much.

Next?

Mr. Chairman, my name is Tom Nolan.

a president of the Board of Supervisors of San Mateo
I do have a prepared statement '"hich I Fou

1

I'm

, and

to

t

r

the record.
CHAIRMAN TUCKER:
MR. NOLAN:
here this afternoon,

Sergeant?

I would like to

sa~r,

s has been e

hm1ever, having sat
test

to

point which I would like to make and that is that educat
effective.

As someone on the local

rna
is

1, San Mateo County has

made a major effort to educate people by individual groups.
have isolated areas in the county, the young peop
system, people all through the county,
think it's working.

We

in our prison

various ways, and I

I'm here to tell you today, Mr. Chairman,

that I would hope that the money that you would spend bv some of
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these Doolittle bills in mandatory testing, that money could be
diverted to the education programs that are be
the various counties.

undertaken by

Let the counties des

are, in fact, effective.

I had the opportunity of speaking to

200 seniors in high school the other day in the summer program,
and Mr. Chairman, I was extremely impressed '>vi th the knmrledge
these kids have of AIDS and how it's spread and how it's not
spread.

I think the education program throughout Cali

certainly I can speak on behalf of San Mateo County, is beginning
to work.

We have obviously a lot of work to do, a long ':ay to

go, and I would

~ust

implore you to not spend money on the

mandatory testing.
This afternoon has been eloquent testimony in that regard,
Mr. Chairman.

Thank you very much for allowing me to speak.

CHAIRMAN TUCKER:

Thank you very much.

Next, and f

1?

Moral Majority .••
MR.

~RT

CRONEY:

No, No, No.

Good afternoon, Art

Croney, Committee on Moral Concerns.
CHAIP~N

TUCKER:

MR. CRONEY:

Okay.

Several brief points.

is that every AIDS case is a tragedy and the

F

t, our position
imary goal of

public policy should be to limit the number of these traged

s.

The CDC tells us that, in America, between one and two million
people are seropositive for AIDS.
AIDS.

That means they can transmit

However, only about 40,000 of them know this.

Most of

them, \·lhich is between one and two million people, don't knm'l
and they are continuing the lifestyle that caused them to have
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AIDS in the first place and they are spreading this disease.
AIDS is the only communicable disease in the history of America
where the public health of
ignorant.

ls are

They don't know for sure how

They don't want to know.

to remain
people have it.

They don't know who has it.

We heard

testimony here today, public health officials don't even want to
know in their own neighborhood who has

and who doesn't.

We

need to identify who has this disease and counsel them and help
them out of the lifestyle that is spreading it.
CHAIRMAN TUCKER:

You made a statement that two rillion

people test positive for the AIDS virus.
MR. CRONEY:

That is an estimate by the Centers for

Disease Control.
CHAIRMAN TUCKER:

So Phat do you propose doing with

those two million people?
MR. CRONEY:

Well,

~he

first thine we have to do is

start finding who they are and counsel them or help them out of
the lifestyles that they're in that is spreading, promiscuity or
IV drug use.
Now, we heard testimony earlier saying that
addicts don't want to go on methadone.

They want

heroine
counsel~ng.

They want to be helped out of that lifestyle altogether.
to help them so that they stop sharing needles.
the homosexuals.
CHAI~~N

We need

We need to help

We need to help the kids who are promiscuous.
TUCKER:

Mr. Agnos.

ASSEMBLYMAN ART AGNOS:

You 1 re not sa:ring we need to

identify somebody as being seropositive in order to counsel them
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not to use, not to engage in IV drug use, do

?

Shou

't we

be doing that anyway?
MR. CRONEY:

Yes, we should.

ASSEMBLYMAN AGNOS:

's right.

So why do we need to test them for

AIDS in order to do that, or for antibodies,
MR. CRONEY:

order to do that?

There are some people 'rho have AIDS who

don't knou it who are continuing to spread their lifestyle even
though they may be at risk, and they may know so ...
ASSEMBLYMAN AGNOS:

What lifestyle does someone who

AIDS spread?
MR. CRONEY:

Well,

~he

things that spread AIDS.

IV

use, homosexual sex, heterosexual promiscuity, prostitution, a
lot of ... there are people who need to know they have this.

There

are people who are transmitting this disease who would
their lifestyles if they knew they were pos
CHAIRMAN TUCKER:

So you v10uld go for

tes

for everybody?
MR. CRONEY:

WPll,

with the high-risk groups.

~ot

necessari

Start, poss

Start
with the prisoners

or possibly "'rith everybody who is admitted

a hospital and if

that doesn't work out, if it isn't cost-e
findinq anybody, then don't do it.

, if

But just to s

that we

shouldn't ever do it and we shouldn't ever find out, I
believe that's in the best interest of the
CHAIRMAN TUCKER:

So you want a 1

mandatory testing?
MR. CRONEY:

In certain areas, ves.

1

le

're not

IS

more

t

CHAIRMAN TUCKER:

Okay, go ahead.

There's two million

people.
MR. CRONEY:

We don't know how

We don't know if

there's two million people or 200 million, or 20,000.
estimate from the Centers for Disease Control.
know.

This is an

They don't really

Thj_s is the information they're giving us hased on their

own estimates.
CHAIRMAN TUCKER:
information.

So '·ou consider yourself quoting bad

You just finished telling me that there are

approximately two million people out there who would test
positive for the ...
MR. CRONEY:

With the numbers of people that have AIDS,

there is no good information.
public heal

Everybody is only guessing.

The

officials want ...

CHAIRMAN TUCKER:
these hearings.

Because

This is the reason why I'm havinq
~e

don't want to legis

irresponsibly.
MR. CRONEY:

Precisely.

CHAIRMAN TUCKER:

~ve

don 1 t know

ahout AIDS.

We're not extremely sophisticated, nor is anybody i.'ho came and
testified before this committee.
aspects of AIDS.

Really sophisticated in all

If they were, 11e'd have a cure

it.

So this

is the reason why vle' re having a hearing, so that tomorro-v;, when
vle have those hills we can vote intelligently, but we cannot do

that with misinformation.

We can't do that if vou tell me that

there are two million people out there tTho'd test positive, and I
asked you what did you want to do with those people.
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You have no

suggestion whatsoever.

You just came to

lls

are going to he heard tomorrow.
MR. CRONEY:

Well, Mr. Chairman

I

mean to

that there are necessarily two million
seropositive.

re r:ho are

My point was that the Centers

Disease

say that there are between one and two mill

out

that test seropositive.
CHAIRMAN TUCKER:

They also acted in a very

irresponsible manner with that publication '·• here they sa

that

1

out of 100 people exposed tn AIDS, only about 15 percent 'tHill
come down, if it's a long period of time .•.
That's totally irresponsible when we're

to make

~o you consider

everybody aware of the danger of AIDS.

as

being irresponsible in making that statement?
MR. CRONEY:

That only 15 percent ...

CHAIRMAN TUCKER:
you don't have to ...

Well, r,n

a

Actually, they were

Don t

about AIDS."
MR. CRONEY:

It

'~as,

CHAIRMAN TUCKER:
MR. CRONEY:

at the very least,

Okay, thank you.

There was talk about the cost of test

for AIDS.
CHAIRMAN TUCKER:

s

You have tHo more

I

\.von' t

interfere.
MR. CRONEY:

Okav.

The initial cost be

if that's positive, then the follow-up about
forth.

~70,

$

or $41,

Now, you have to consider, vrith these tests, for
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so

true positive we find, and that individual

s his or

lifestyle and does not transmit AIDS to

is

rtn enormous savings, in money of course, $80,
case, not to mention the human suffering.

0 or

s 0

We bel

testing in certain areas is worthwhile and

cost

effective.
There's been a lot of talk ahout
always work.

But

Condoms sometimes fail.

t

most reliab

information ahout condom failure rate has been around
years, long before AIDS, dealing with pregnancy.

many

For marr

couples who use condoms, they fail about 10 percent over a

iod

of a year.
CHAIRMAN TUCKER:
MR. CRONEY:
is, uou know, a ...

Nov1

where do you get this from?

I got that from Planned Parenthood.

This

Anyway, with a 10 percent annual failure

rate, and a woman can only get pregnant two or three
month, and •ou can transmit AIDS any day of

rnon th, vle' re

looking at what appears to be a higher condom fai
10 percent over a year.

a

rate

Condoms won't stop AIDS anv more than

Russian Roulette is going to stop suicide.

It just flat isn't

goinq to do the job.
ASSEMBLYMAN AGNOS:

Well,

it saves one case at $70,000, isn't
MR. CRONEY:

to

use your
worth

, though

if

ng.

I don't believe it will save any.

CHAIRMAN TUCKER:

Russian RonlP-tte, I 1

Let's get back to Russjan Roulette to stop suic
do that?
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one.
How do you

MR. CRONEY:

What condoms will do is give a false sense

of security to people, particularly young people, with the
education that we want to give them in school
sex but if you're going to, use condoms."

, "Don't

Well, they're go

to

have sex, some of them are going to use condoms when they would
not otherwise have sex at all.
ASSEMBLYMAN AGNOS:

What would you tell those people if

you said, "Don't have sex," which I assume is your answer to the
promiscuity lifestyle, right?
MR. CRONEY:

Yes.

ASSEMBLYMAN AGNOS:

Nm-r, \That would you tell those who

do?
MR. CRONEY:
kid.

The same thing they told me when I was a

If you're going to play, you're going to pay.

It's the

same thing Surgeon General Koop said ...
ASSEMBLYMAN AGNOS:

So, in other words, if you're going

to plav you should get AIDS.
MR. CRONEY:
happen.

No'

Not that you should, that it

11

Good heavens, I'm not saying that you should!
ASSEMBLYMAN AGNOS:

1 r

, now,

me

s,

then you wouldn't want them to use a condom, even though
save one out of whatever you want it to be ...
MR. CRONEY:

A public message like that ... we're talk

about public health policy, a public health message like
isn't going to save anyone.

We believe it's going to increase

the problem, because more people, particularly young people,
they're going to have sex, they're going to use condoms, the
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condoms will let them dovm.

If "e tell them, "Look, uou've got

all these reasons to behave yourself," like Surgeon General Koop
sa

on

from

real prevent

s

il

measure for AIDS is
s

1

and

mainta

stay away

a s

lifetime, monogamous relationship with someone else who has done
the same thing

That is the responsible message I

sh you would

give them.
CHAIRMAN TUCKER:
mir>utes is up.

I regret very much that your three

Ho'ltlever, tomorrmv I'd like very much for

to

he the first witness I v1ill call to testify in favor of those
bills.

Would you like that?
MR

tomorrow.

CRONEY:

No, I'm not sure which ones are

We've got several hearings at different times and we

don't support all of them.
CHAIRMAN TUCKER:

All the AIDS bills

you're for,

tomorrow, I promise you, you will he, after the Senator presents
his

lls, or

to talk

r anybody presents
you

HR. CRONE'.::

11 be the first witness.

, and

nmr and

s I

And

those people who are here that

who sat

a li

, and a

that?

You've got it.

all of it, I want to tell

you how much I appreciate it.
Somet

1'

Okay.

CHAIRMAN TUCKER:
did testi

Do

you want

I've never had such an honor.

CHAIRM.Z\N TUCKER:
MR. CRONEY:

11 on AIDS

You've been most cooperative.

sarcastic,
you've sat here for f

right to he a little sarcastic.

-18

the hell,

~-1e

all

hours you have a

Have a good evening, ladies and

gentlemen, and I'll see you all tomorrow afternoon before the
Health Committee.
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Prostitutes are
blamed for
heterosexual men in th1s country, even though
there is no evidence that
occurred, As of
2.7, 1987, 16 7 men and 634
women women have been
in this
for whom the
Known risK factor was
heterosexual contact with
person with AIDS or at
or two percent
the
cases
diagnosed s1nce the Centers for Disease Control
records in June 1981. Another
two
(555 men and 141 women) without other
who were born in countnes 111 which heterosexual transmission is believed
a maJor
have been
the prec1se means of transmission in these cases has not been 1dent1f1ed.
156 men and 211
have been
who either are documented to have
heterosexual contact or come from one of the above-described countries.
In this country, 73,6/. of adult
are gay or bisexual men (10.2% of whom are also IV users),
16% are heterosexual IV users, 21. are
. of
blood transfusions or blood products, 1%
and 3/. are heterosexuals with
1dent1fied r1sK factors. This last group, now
as "undetermined
factors," includes a few men who claim contact W1th prostitutes as
their
factor, In terms of contact
there
not been a
documented case of
AIDS from contact w1th
to their
there would be far
than
reflected m the current statisthe AIDS v1rus s1nce at least 1976 and
have been
average street
sees
customers a
percent of female street prostitutes in New YorK City were mfected by 1981, the
if the transmission
the virus from
to clients was at
white,
marrted men
722 male cases of probable heterosexual

No record IS
who have been
of

There have
a number
AIDS v1rus 1n prostitutes

of the number of prostitutes
various stud1es that have been done of the
drug users are accurate, the liKelihood is
be counted under the IV user
WhiCh includes

studies

to determme the
some
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of ant1bOd1es to the
blood that had been

There have also been

of the

R.K.

women recrUited

word of

sexmay

were

in

transmitted diseases

prostitutes,
prostitutes

rate would not
those who thought

use

While most
use, such IV
many clinics in Rwanda and
sterlize needles between
because of
be

The
female
female- to-male

as much

the reverse.

PF:OST I TUTES

No.

in

Location of Study

Study

Los Angeles, CA (Jail)
Orange County, CA (Jail)
San Francisco, CA \Mixl

184
400
146

Atlanta, GA \Mid
Colorado
rings <STDl

Las Vegas, NV (Brothel)

92
71

34
500

\·li am1.

FL \Escortl
Miami, FL (Jail)
~1i am1, FL \AIDS Clinic J
New Jer~.ey (~1ethadone!
Ne~1

York,

NY

(Jall)

Seattle, WA (Jaill
\STD Clinic)

20
252
25.
56

CUSTOi'1EF:S

No.

AB+
#(%)

in

Study

AB+
#\%)

8(4.3%)
10(2.5%)
9(6.2%)

1(1.1i:l
111.47.1
(1(0.0%1
1 :0.02/.}
0(0.0%)
47\18.7%)
1(1(40%)
32\57.17.)
1

75
92

0(0.0%)
0(0.0%)

Walter Reed Army Hosp1tal

K1 gall,
i<.1 gall,

Rwanda
Rwanda

f<enva

MEN WITH A IDS
Prost.
No. in Contact
Study
# ( /;)

33
84
90

29(88i:l
67•:80%)
49!54%)

25

10

8\80%)

58

47\81%)

7(28%)
3!9%)

Central Africa

NOTES:
1.

AIDS WeeKly Surveillance Report, United States AIDS Program, Center for Infectious Diseases,
Centers for Disease Control, July 27, 1987.

2.

lb1d.

3.

AIDS WeeKly Surveillance Report, July 27, 1987.

4.

County, CA study was done in jail. The
although "voluntary" participation in
prison, 1S questionable. Personal conversations with
Prendergast, PhD, of the Orange County Department of

Also, discussions with Judith Cohen, PhD.
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women were invited, but not required, to
an institutional setting, particularly tn a
Roseann Lowery, from the office of Tom
Public Health on October 25, 1985.

5.

"Antibody to Human Immunodeficiency Virus in Female Prostttutes," Centers for Disease Control,
Morbidity and Mortality Weekly Report (MHWR), March 27, 1987, 36:11, 158-161. The earlier
figures were reported by Amy
Ross, PhD, from the Department of Pathology, USC School of
Medicine,
the California NOW Conference, Hay 17, 1986. In a private conversation m December
1986, Scott
told me that the women who participated in the study were not only in Jail,
tt1ey were the women who had not been bailed out, and whO were more likely to be IV users than
the women who got bailed out quicKly. Aguilar noted that some of the women tested posittve for
other sexually transmttted dfseases, such as Chlamydia, gonorrhea and

6.

HHWR, op cit.

7.

The 1nitial results of the first Seattle study were reported in a number of publicat1ons,
includmg the December 6, 1985 MMWR. Although Hunter Hansfield, M.D., the Director of PubliC
Health, has been urged to publish the results of the more accurate Western Blot test, he has
declined to do so. My source is personal conversations with Debra Boyer, a member of the
Seattle AIDS Advisory TasK Force, on September 27, 1986 and again on November 8, 1986, and Ann
Collier, M.D., on December 20, 1986. According to Boyer, the seropositivity in the IV population of Seattle appears to be extremely low. Collier is the chief investigator of the second
study of 33 women, in which all participants were seronegative. Collier hOpes to
her
study to replicate Project AWARE's study comparing prostitutes with a control population of
women w1th
male partners or one or more high risK partner.

9.

MMWR, op cit.

11.

December 8, 1985. The women were voluntarily tested in an AIDS screening
The results of this study are sKewed in that AIDS screening clinics only test people
who are
or are otherwise thought to have AIDS or ARC.

clin1c.

op

12.
13. New

NY: These figures are based on two studtes, one of 20 female IV users 1n a dr'ug
treatment program,
of whom tested posttive, and one of 75 prostttutes 1n Joli, 1/3-1/2 of
whom were
users,
they were not tested for the AIDS virus antibodies. 2/3 of
of
women ts eqUivalent to 17-25 women, for a seropositivity rate of 22-33%. Personal conversations w1th Don Des Jarlais, of the New YorK State Division of Substance Abuse Serv1ces m 1985
and 1986.

14.

op

15. Personal conversat1on

Don Des Jarla1s, PhD.

16. HMWR, op C1t.
17.

November 8, 1985.
Virus infections in Nairobi Prostitutes," New England Journal of
pp. 414-418.

et al, letter published m the July 18, 1985 1ssue of
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Th~

New England Journal_

20. Joyce Wallace, MD, personal conversation at the 3rd International AIDS
Washington,
DC. Beth Bergman, in an article slated to be published in the Stanford Law Review, reports her
conversation on September 18, 1986 with Dr. Rand Stoneburner, Director of the AIDS Survetllance
Unit in New YorK City, and a social worKer who interviews people with AIDS, in which both report
the difficulty tn determtning risK factors using the standard Questionnaire. They reported that
when they departed from the Questionnaire to discuss risK factors with the patients, most who
had initially reported contact with prostitutes later admitted to homosexual activity or IV drug
use and shared needles. Bergman also reports that out of 156 cases of heterosexual transmission in New Vorl<.
154 were females.
21.

Walter Reed Army "Hospital, Washington, DC: This study was reported on in an article by Robert
Redfield, MD, e-t al, in the October 18, 1965 issue of the Journal of the American Medical
Association, pp. 2094-2096. letters disagreeing with Redfield's conclusions were published in
the Apr11 4, 1986 issue, pp. 1702-1706.

R.

22. The Honduras study was reported in the Miami Herald, April 11, 1986. Redfield 1s response was
reported to me by Sharon Young, of ABC- TV News, in a personal conversation, on December
1986.
23.

Ann, "New Theory: AIDS and women," reporting on the speculations of Uh LinKe, a
doctoral candidate in anthropology at the University of California at BerKeley. Ms. Magaz1ne,
November 1986, page 28.
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FRANCISCO POLICE DEPARTMENT

DEPARTMENT
87-13
Subject:

04/10/87
061
Seizure
Condoms and Bleach Containers
suant to Vice Arrests

Termination

I.

ate

04/10/88.

PURPOSE
The purpose
this order is to establish a uniform
policy regarding the disposition in prostitution and
narcotics arrests of specific materials, currently
condoms
blea
solution containers, distributed by
the Department of Public Health (D.P.H.) for the
prevention of AIDS.

I I.

POL

onse to concerns of the public and D.P.H.
ng to the AIDS epidemic, this Department and the
Att
's Office have examined the current
practice
routine confiscation of condoms and bleach
containers for evidence during prostitution and drug
rela
arres s. Effective immediately:
A.

Condoms and bleach bottles shall not.be sei
as
evi
e, unless
material itself 1 s.,. ...or contains_
evi
e
a crime other than prostitution (e.g.
controlled
stance in a condom or bleach

r).

1.

B

su

fleers shall include a notation in their
ncident report of the arrestee's possession of
c
oms or bleach containers and their location.
professional discretion and caution,
shall inspect these materials for
of controlled substances and shall
e them only when identified or reasonably
ted as direct evidence of criminal activi

I I I.

se rna erials are distributed by the D.P.H. through
various authori
agencies for the purpose of abating
the sexual or intravenous (I.V.) transmission of the ~rns
virus.
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DEPARTMENt

ORDER

87r-ll
A

B.

Hi

et
users.

la ions inc

e

st

utes and

I

dr

1.

ile the transmission of AI
stitution is apparentl
i
contained by the conscientious use
other regular sa
tices
prostitutes, AIDS is increasingly transmitterl
through. nfec~ed I V. user sharing hypodermic
i
es
non i ect
users.

2.

oms are recognized as effective against the
sexual
reading of AIDS, and recent laborato
icates the re ative effectiveness
solutions in sterilizi
erm
es against the virus.

prevention mate ials are available a
o
lie and to AI
i
ected or pot
ally
infecte indi duals and groups at some hospitals
and he a
c 1 i nics, substance deto·x if ica t ion
AIDS· treatment programs and foundations,
h the MidCity Con ortion to Combat AIDS.
contracts for street outreach workers to pass
er als direct
to prostitutes and I V. us rs.
1

IV.

i k ta

04110/87

ile condoms are o ai
from various sources
D.P.H.
are not uniform in packaging,
is distri t
in a standard solution
ai r with
1
1 and instrucor use (as
in Section V.).

I

A.

value
hese materials as
irect
restitution or arcotics activity is
DS prevention va ue. Seiz re of
ble
arresti
officers is counterve to public health pr orities. forci
ls to ei
tain
new
ly or
f rego usi
for pre
on.

B.

aware that police will not
items,
tem
be us
sta
ore ol e
materials is necessary.
n co oms or bleach containers
concea direct evidence of criminal ~
(such as narcotic substances), the
fleer's report
testi
of t se material s fice as i
irect
prost tution r rug use
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V.

04110/87
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BLEACH CONTAINERS
A.

B1ea·ch is distributed in one ounce quantity
solutions (5 251; soclium hypochlorite) in ... small
plastic bottles, which resemble "white out"
containers. The bottles have a white screw cap
and are:
1.

3" in height and 1-1/8 11 iil'di'ameter.

2.

Translucent ancl smokey white in color when
empty, but yellow in tint when full.
Partially covered with a black and white
printecl label.

3.

B.

C.

The labels are printed in either English or
Spanish with:
l.

The word "BLEACH" or "CLORO" in bold capital
letters on the label front, below the words
"YES" and "FREE" or "GRATIS" ·in smaller
letters.

2.

Pictorial and written instructions on the
back side, with th~ pictures representing a
hypodermic syringe in a bleach bottle and in
a glass of water, and directions to rinse the
syringe twice in bleach and then twice in
water.

Officers

w~ll

note that:

1.

Open containers emit a strong odor of
chlorine bleach.

2.

Container 1
associati~n

els may be.removed to avoid
with I.V. usage.

By

order of:

~1"~~
fo'~~~~
Chief of
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Ju I y 30, 1987
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of
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lng the transmlss on of the human Immunodeficiency
I lc health
such prevention requires
can only be accompl lshed through education and
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stemming transmission
fir
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Voluntary H V antibody testing may be a useful
must be conducted with the most st let and
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we strongly urge your consideration of each of these points In
considering publ lc pol Icy options. Should you have any questions about this
document, please do not hesitate to contact Alan Kraut, chair, Mental Health
Liaison Group, at the American Psychological Association (202/955-7653) or
Jim Brennen, chair, MHLG Subcommittee on AIDS, at the American Association
for Counseling and Development (202/543-0030).
Sincerely,
Alcohol & Drug Problems Association of North America
Alpha Center
American Academy of Child and Adolescent Psychiatry
American Association for Children's Residential Centers
American Association for Counsel lng and Development
American Association for Marriage and Faml ly Therapy
American Federation of State, County & Municipal Employees
American Health Care Association
American Hospital Association
American Nurses Association
American Psychiatric Association
American Psychological Association
Association of Minority Health Professions Schools
Child Welfare League of America
International Association of Psychosocial Rehab! I ltatlon Services
Mental Health Law ProJect
National Association of Counties
National Association of Protection and Advocacy Systems
National Association of Social Workers
National Association of State Alcohol & Drug Abuse Directors
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National Coal ltlon of Hispanic and Human Services Organizations
National Councl I of Community Mental Health Centers
National Mental Health Association
National Federation of Societies for Cl inlcal Social Work
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Coalition for AIDS Prevention and Education

AIDS Counseling and HIV-Antlbody Testing:
A Position Paper

Since the advent of the HIV antibody test In 1984, a large-scale.
national debate has centered around the use of the test as a public health
tool. The mental health community has been an active participant In this
debate. The following statement reflects the position of a wide range of
mental health organizations and Is based on a wide body of psychological
research data, Involvement In testing programs across the country and the
experience of mental health practitioners In cl lnlcal practice. This
statement deals specifically with the psychological Issues around testing
and does not address Issues such as the use of the test by Insurance
companies or whether health providers should warn Individuals who are the
partners of HIV positive Individuals.
We urge adoption of these principles at all federal agencies.
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of HIV is a maJor public health goal.

0

Preventing the transmlssl

0

Prevent I

o

wl I I best be facilitated through a comblnat on of
behav or
educat on and counseling.

such transm

lon reQuires Individual behavior change.

nvolves providing lnd vldua s with lnformat
on and risk-reduction.

about

IV

COUnseling Involves Individualized assessment of risk behaviors.
fac
!on of effective decision making concerning appropriate
behavl
• and resolution of psychological and social problems
this process.
lnd
dua s must also be Informed about the the legal ramifications of
HIV testing with regard to local and state laws about disclosure,
dent II
and non-dlscrlm nation.
0

o

and counseling shou d be made aval able
the
to all people who enter familY plannl • prenatal.
transmitted diseases. and
abuse cl lnlcs. Such counseling
so be routinely available at alternative test sites.
In some cases

HIV-antl
testing wll be an appropriate ad
to
ng as a strategy for facilitating behavior
nformatlon necessary for effective decision making.
the lndlv dual must be given the opportunl
to work
logical Issues raised
the testing.

o

v duals are tested for HIV-antlbody. privacy
tlons must
assured. Enforceable
Ions against discrimination based on
ltlvlty In housing. empl
• public accomodatlons and
ce
I a
be assured.

o

should be
provide effective education and
nc udss funding for counselor training outreach,
provision of services laboratory work and evaluation.

0

AIDS Counseling and HIV Antibody Testing:
A Position Paper
Page 3

Background
The role of the human Immunodeficiency virus (HIV) antibody test as part of
a national AIDS prevention campaign has been the subJect of widespread
discussion. At a February 1987 conference sponsored by the Centers for
Disease Control (CDC), a policy of mandatory HIV-testlng received I lttle
support from AIDS experts and local health officers from across the country.
Routine screening of blood during hospital admission or for people seeking
marriage licenses also was rejected because of Its high cost and lack of
significant pub! lc health benefit. At the same time. public health
officials voiced support for offering HIV-antlbody tests on a voluntary
basis to alI those who seek family planning assistance. prenatal care, or
drug abuse treatment.
The conference participants generally supported education and counseling as
part of a national prevention campaign. and agreed that the HIV-antlbody
test should be an adjunct to education and prevention counseling and not the
reverse. It was also clear from the conference that counsel lng meant
different things to different participants. This paper attempts to out I lne
the components of an appropriate education and counseling program associated
with AIDS prevention.
Preventing HIV-transalsslon through behavior change
The maJor goat of public health programs concerning AIDS Is to prevent the
transmission of HIV to others. This reQuires that Individuals refrain from
engaging In behaviors likely to transmit HIV. The ultimate goal of
educational and counsel lng programs. therefore. Is behavior change. Qg1
reQuiring or encouraging a person to take an HIV antibody test. In order to
obtain compl lance, solid psychological research show that an Individual must
voluntarily choose to engage In a behavior change program. Otherwise It Is
highlY unlikely that the Individual wll I adopt the behavior change.
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away from testing programs and Into states where mandatory reporting Is not
reQuired. This situation skews whatever data may be aval lable (I.e .• rates
of antibody prevalence In a specific geographic area) and exacts an
unacceptable human toll. Although It may be useful for epidemiological
survel I lance to report HIV Infections with relevant demographic
characteristics, the reporting of a name associated with a test result
raises privacy concerns which may Interfere with the broader public health
goals.
If anonymity Is Impractical or Impossible, testing must be conducted under
the most strict guarantees of confidentiality. This should Include civil
penalties for Inappropriate release of testing Information. Again, such
guarantees are necessary In order to Insure cooperation from stigmatized
populations. In the design of the counseling and testing program. It Is
also important to remain sensitive to the fact that the very decision to
enter a test site and engage In a program of education and counseling may be
perceived to threaten-an Individual's confidentiality whether the Individual
ultimately decides to test or not.
In addlt on. In order for counseling and testing to be effective as part of
a prevention campaign. prohibitions against discrimination on the basis of
HIV antibody status must be established In law. such prohibitions against
discrimination. should apply to employment, housing, public accomodatlons
and governmental services. Protection must be afforded to those with HIV
Infections as well as those who may be perceived to be at risk for HIV
infection.
Facilitating behavior change through education and counseling
Routine education and counseling should be available through programs for
family planning, prenatal care, drug abuse. or sexually transmitted diseases
clinics as well as the existing and future alternative test sites. Although
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and

IV

Testing

the focus here
on the federally funded programs, counse lng shou be
routinely offered at al test
s tes (I.e .• private phys clan offices).
AI I HIV anti
counsel lng and test ng programs should Include
education and counseling. No test should be conducted without the Informed
consent of the par lclpant. Post-test counseling must also be provided.
The following outline provides he skeleton of an appropriate counseling and
testing program.
supplying Information about means of HIV
on and methods of reducing risk behavior. It can be
transm
videotape,
accomp shed through a varl
of channels. lncludl
audiotape, printed matter, group lectures and discussions, and
one-to-one Interaction between an educator and a client.
~~~~consists

I I.
ncludes:
nformed
R

Is necessarily more Individual lzed and
lsk assessment. recommendations for behavior change and

cons sts of review
the ndivldua 's
y sufflcl
y to determine the presence of
h
lsk behaviors such as
he sharing of unsterlllzed needles).

lnd v dua lzed assessment. the counselor may make
recommendations for specific behavior changes for reducing
Ia
lsk of future Infection or
dua 's
tlng the virus to others.

test
nd

Follow ng counseling. the lndlvldua should
n making a decision about whether or not ant body
Is appropriate. This discussion wl II depend upon the
dua and the decisions that the Individual wishes to
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make. e.g. parenting. Because It Is Important to determine If
the Individual fui ly understands the possible benefits as wei I
as the possible negative psychological and social consequences
of knowing her/his antibody status. oral Informed consent
should be obtained before the test Is conducted.
II 1. Testing. If a decision Is made to seek antibody testing It may
be Implemented either through confidential or anonymous testing
through the cl lnlc or by referral to an alternative test site.
IV.

post-test counseling is also essential. When the client decides
to receive the results. he/she wll I be Individually assessed to
determine the extent to which the test result's meaning and
lmpl !cations are clear. When the test result Is negative, the
Individual's understanding of. how to prevent future Infection
should be assessed. When the test Is positive. the client must
understand how to avoid Infecting others; the cl lent also should
be assisted In planning to manage the potential psychological and
social consequences of seropositive status.

v.

Eollqw=uo counseling is recommended In special cases where the
assessment Indicates that the Individual's commitment to behavior
change Is unclear or where severe psychological distress Is
evident. At the follow-up session the counselor should work with
the Individual to reduce resistance to behavior change. and
should assist the Individual In working through any psychological
reaction to the test result. The counselor should be able to
provide the Individual with referrals for Individual
psychotherapy. group psychotherapy. support groups. social
services, alcohol/substance abuse recovery services. or medical
services.
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post-test counseling session to assess reaction to the test result. r sk
behavior.
need for addlt onal services (
EolloW:Yn: For those who
requ re an addl onai session. one hour of counseling shou d be made
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The costs of such a program would be approximately as follows:
Counseling Services:

$300,000.

Counseling Administration

$120,000.

Laboratory Work:

$170,000.

Health Department Administration:

$ 90,000.

outreach/Advertising:
TOTAL:

$120.000.

$800,000.

on average these costs have worked out to be Just over $80.00 per person.
The cost of routine counsel lng at family planning. prenatal. drug abuse and
STD cl lnlcs must be budgeted separately, based on the volume of cases and
the percentage of people who might accept the offer of such counseling.
Without testing. such counseling should cost approximately one-half as much
as the alternative test site program. Start-up and training costs are not
Included In this estimate.
Beyond the Mlnlmua Progra.
The components of the education and counseling program outlined here reflect
an abso ute minimum necessary to achieve some degree of behavior change. It
Is highly likely that extensive additional counseling may be necessary. In
addition to more Intensive counseling, alternatives such as peer counseling
and counsel lng outside traditional settings must be explored.
COUnselor Training
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The counselors In each of these programs would need specialized training.
In addition to thorough knowledge of AIDS and health Issues. the counselors
will also need considerable expertise In mental health Issues and techniQues
of Interviewing and conducting Individual lzed assessments. counselors must
be sensitive to the culture/subculture of their clients; this Includes
communication and language skills. All counselors' basic competencies In
these areas should be assessed before they undertake AIDS-related counseling
activities.
Program Evaluation
In providing support for a counseling. education and testing program, funds
also should be allocated for empirically assessing the effectiveness of
educational and counseling programs In reducing high-risk behavior while
minimizing psychosocial problems. Evaluation of counseling and education
programs should Include assessments of changes In clients' AIDS-related
knowledge. attitudes, ·and behavior as a result of participation In the
program, as well as assessment of clients' coping and psychological
adjustment. Such evaluation will provide empirical data that will permit
ongoing Improvement In AIDS-related counseling and education programs.
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I.

Doolittle's AIDS

post-test
the AIDS

II.

epidemic,

provided it is authored with
input from AIDS-impacted communities
and medical experts in the field.
Ill. The Stop Doolittle Coalition calls for:
A. A State and Federal AIDS
program in the
2
system
which educates students about safer heterosexual and gay sex and
about IV hygiene.
B. Centrally coordinated research for

AIDS

cures and

vaccines.
C. Massive nding to
the
epidemic must be made available
from the California State government.
D. A fully government-funded
nal Health Care
ram, free to
all, regardless
ability
E. All ARC/AIDS programs and allocation of funding to these
programs must be controlled by the communities most impacted
by the epidemic, and by health care providers and responsible
medical experts and professionals.
attempting to scapegoat people with HIV. Defenseless
IV. Sen. Doolittle
and voiceless communities (which are disproportionately poor, black and
Iatino) such as prisoners and IV drug users are today being attacked most
forcefully not only by the epidemic but
the Doolittle legislation which in
effect will furthe the crisis at hand if passed into law. The State and Federal
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STATEMENT BY SUPERVISOR TOM NOLAN
SAN MATEO COUNTY

As President of the Board of Supervisors of San Mateo County, I speak to
you today out of my long-standing concern for AIDS issues, and my deep personal
commitment to do everything in my power to control the spread of this devastating disease. At this moment, you have legislation before you which, depending
on its inplementation, will not only impact on how successfully we control
this epidemic, but will determine our level of dedi
on to the democratic and
humanitarian principles of governance whi
we have historically avowed in
this country. Unfortunately there are those
pose that a die tomy exists
between legislation which would protect the confidentiality and ivil liberties
of HIV-infected individuals and legisla on whi
would control the spread of
. this virus into the uninfected population. This false dichotomy_ is extremely
alarming, since at the core of its reasoning s the assumption that the use of
force, punishment and isolation is the only effective method of controlling
this epidemic. In reality, it is the least e
ve of controlling this
epidemic and is based on a series of false assump ons about the behaviors
and attitudes of people either at-risk or nfected with HIV, about the accuracy
of the antibody test currently available, about the modes of transmission of
HIV, and about the effect of coercion on human behavior. Let me outline for
you some of the specific false assumptions which are the foundations of the
current legislation before you.
ASSUMPTION:

People at-risk for HIV infection are not interested in
AIDS education and don't want to be tested for HIV, and
therefore must be tes
by force.

In San ~1ateo County, at our anonymous testing site, the demand for the
test became so overwhelming that a new system had to be devised to accommodate
the numbers requesting the test. Since January, the number of persons requesting the test has increased five-fold, and the insurance of anon}wity was a key
factor in encouraging many to take the test.
Likewise, in a recent survey taken of women incarcerated in our county
jail, 71 out of 75 women stated they wanted on-going AIDS education. Over
half of the women also stated they would want IV testi
if they coul be
assured results woul~ remain confidential. Inmates expressed high levels of
fear, however
t if results were
to others,
would be ostracized and even assaulted. Surveys of law enforcement o cers in our county
support their fears since many officers revealed a great deal of
tility,
usually accompanied by misinformation about H transmissio~ towards individuals
infected with HIV. Some officers 1 responses to the question of how to control
HIV infection included responses like "Sexual surgery", "Ge1ding 11 , "Exterminate
with extreme prejudice" to "Lock them up
l they d e".
ASSUt1PTION:

The current HIV antibody test is completely effective
at identifying infected and non-infec
individuals,
and
refore can be u
to protect uninfec
individuals in
settings.

Current testing for HIV infection is less than 100% accurate. If used
as a
is
segregation several uni
ividuals will be incorrectly
diagnosed as infected,
an even greater
of
e carrying the virus,
who have not yet developed antibodies, will test negative. In fact. it may take
as long as six months for some individuals to develop antibodies after infection.
If SB 1006 were enacted, for example, involuntarily committed mental patients
would be segregated on the basis of test results alone. It is highly probable
that infected i ividuals would be placed
th others who are not infected
and be falsely assu
that they could safel engage in behaviors which spread
of HIV infection in this environthe AIDS virus. In order to control the s
ment it would be much more e
tive to segregate patients based on
sk behaviors
rather than anti
status.
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about controlling the spread of AIDS why not mandate and fund AIDS educational
programs, medical research, and mental health and drug treatment programs for
the HIV infected?
As a fellow political leader I implore you to think carefully before voting
on SB 1000 through SB 1008. Base your decision on reason and careful evaluation
of scientific research and reports from those working in the fi d of AIDS. Do
not buy into false assumptions. Do not cast your vote to appease the hysteria
. of the times. It is exactly in times of hysteria when leaders must remain most
clear-sighted and not jump to simplistic solutions of complex problems. So much
is at stake here. The very foundations of our civilization and culture are being
challenged by our response to this epidemic.
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